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is patient did oe of biood or 
-~ hematinic other than the intramuscular dose of iron. His 
initial concentration of hemoglobin measured 5.8 gm. per 
100 cc. of blood and in spite of operation [hemorrhoidectomy] 
and further loss of blood the concentration increased to 
12.2 gm. within less than 3 weeks. Concomitantly with the 
hematologic improvement there was clinical improvement 
and subsidence of the initial primary symptoms [unusual 


of 5.3 per cent on the seventh day, and a complete disap- 
pearance of the anemia and conversion from hypochromic 
to normochromic celis by the end of two months. She expe- 
rienced remarkable improvement in pep and sense of well- 
being coincident with the alleviation of her anemia.” 

(1) Hagedorn, A. B.: Proc. Staff Meet. Mayo Clin. 32:705 (Dec. 11) 1957. 


(2) Best, W. R.; Louis, J., and Limarzi, L. R.: M. Clin. North America 
(Jan.) 1958, p. 3. 


Supplied: 2-cc. and 5-cc. ampuls, boxes of 4, Physician's directions in 
every box. There are 50 mg. of elemental iron per cc. Request brochure 
NDA 17, imferon. 


IMFERON® is distributed by Lakeside Laboratories, inc., under license 
from Benger Laboratories, Limited. 
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CARDIAC TRAUMA 


WiuaM H. Lez, Jr., M. D. anv J. MANLY STALLWortTH, M. D. 
Charleston, S. C. 


evelopments within the field of cardiac 
D surgery during the past ten years have 

resulted in a marked increase in’ the 
potential salvage rate of patients who sustain 
injury to the heart. The dire emergency of 
cardiac wounds and their increasing incidence 
in this modern world of violent strife and 
high velocity transportation demand that all 
surgeons, despite their special interest, develop 
capability in the emergency management of 
cardiac trauma. Kissane' has stated that 18.5% 
of 1,000 autopsies on persons with chest con- 
tusions demonstrated cardiac injuries; Leinoff? 
reported 15% gross cardiac injuries in 50 con- 
secutive fatal automobile accidents. 

The increasing incidence of civilian heart 
wounds is reflected by the numbers of pa- 
tients included in series reported by various 
authors from 1940-1955 (Figure 1).3 

The sources of cardiac trauma are varied 
and numerous, Common agents are knives, ice 
picks, glass, bullets, and displaced rib or ster- 
nal fragments. There are also crushing chest 
injuries, as from direct blows to the chest in 
automobile accidents, falling from great 
heights, and industrial accidents. 

Cardiac injury may be generally classified 
into two broad types—penetrating and non- 
penetrating. Penetrating wounds may produce 
a laceration or a puncture of the myocardium, 
or both. Non-penetrating wounds produce 
myocardial contusion, or rupture of one of the 
walls of the cardiac chamber. Penetrating 
wounds of the heart, although far less frequent 


From the Department of Surgery, Medical Center 
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in civilian life in incidence than non-pene- 
trating ones, generally represent a greater 
threat of sudden death, and as such, constitute 
one of the real emergencies of traumatic in- 
juries. The incidence of penetrating cardiac 
wounds in all cardiac trauma probably varies 
from 0.1% to 2%, the non-penetrating injuries 


Numbers of Heart Wounds Reported 
(Spencer and Kennedy, 1957) 


Author Yeor Number 
Bigger 1940 25 
Nelson 1943 28 
Linder 1944 28 
Blau 1945 27 
Griswold et al 1947 80 
Blalock etal 1949 17 
Elkin etal 1951 79 
Maynard etal 1952 79 
Cooley etal 1955 57. 
Carr etal 1955 68 


of minor or mild degree comprising the 
majority of instances of injury to the heart. 
Non-penetrating injuries may involve any 
part of the heart, resulting in pneumoperi- 
cardium, hemopericardium, strangulation of 
the myocardium by herniation through a 
torn pericardium, pericardial infections, myo- 
cardial lacerations (partial or complete) of 
any chamber, or valvular rupture. The fre- 
quency of involvement of the individual 
chambers is approximately equal, and multiple 
lacerations of all chambers are common.* 
Contusions may undergo pathological changes 
similar to those of myocardial infarction, 
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culminating in the development of a ventricu- 
lar aneurysm, which may rupture months or 
years later, causing sudden deaths. Valve rup- 
ture may produce immediate death or a 
chronic progressive heart failure over the 
course of several months or years. The aortic 
valve is most frequently involved. Transient or 
chronic persistent cardiac arrhythmias, espe- 
cially atrio-ventricular block, may follow non- 
penetrating cardiac trauma.5. &. 7 

A consideration of the diagnostic and thera- 
peutic aspects of cardiac trauma is convenient- 
ly approached by a discussion of the resultant 
syndromes which may be produced by injury 
to the heart. These syndromes may be gen- 
erally classified under the following headings: 

(1) Cardiac tamponade — _hemoperi- 
cardium. 

(2) Persistent hemorrhage and shock, with 
hemothorax or tamponade. 

(3) Severe contusion — with or without 
myocardial infarction. 

(4) Division of a major coronary artery — 
with infarction, and with or without 
tamponade. 

(5) Progressive congestive heart failure, 
due to rupture of a valve or septum. 

(6) Post-traumatic cardiac aneurysm. 

(7) Intra-cardiac foreign body. 

(8) Conduction disturbances, due to lacera- 
tion, contusion, or rupture of inter- 
ventricular septum. 

a. Ventricular fibrillation. 

b. Atrio-ventricular or complete 
heart block. 

c. Cardiac arrest. 

(1) Cardiac Tamponade 

The diagnosis is classically suggested 
by the presence of a thoracic injury, faint 
distant heart sounds at auscultation, a para- 
doxical pulse, neck vein distention, and a 
narrowed pulse pressure. Immediate confirma- 
tion of the presumptive diagnosis by peri- 
cardiocentesis is mandatory. Substantiation by 
fluoroscopy is not usually indicated, due to the 
potential danger of the added time needed to 
perform this examination. Within the past 15 
years, the treatment of cardiac tamponade has 
certainly been the most controversial subject 
in the consideration of heart injury. Blalock, 
in 1943,® reported the successful treatment of 


acute tamponade by pericardiocentesis alon« 
in a series of patients, and again popularized 
the non-operative management of this condi- 
tion. Other investigators soon substantiated 
these findings, and the previous belief that 
surgical repair of heart wounds was necessary 
for recovery (resulting from Rehn’s successful 
cardiorrhaphy previously), was soon abol- 
ished. However, particularly within the last 
three years, the pendulum of opinion has 
tended to swing back toward operative treat- 
ment, making a fairly reasonable compromise 
in the current writings of most authors. The 
following generalizations are offered as 
rational concepts of approaching the question 
of method of treatment, and decision for 
operation. 


The treatment of shock should be im- 
mediately instituted. Blood transfusions, estab- 
lishment of airway and adequate pulmonary 
ventilation, with improvement of coronary 
blood flow by elevating the blood pressure to- 
wards normal by the use of vasopressor drugs 
are the cardinal principles of emergency 
ancillary treatment of tamponade. 

Immediate pericardiocentesis should be 
performed if acute cardiac tamponade is sus- 
pected — both for diagnostic and therapeutic 
purposes. If tamponade is present, the single 
aspiration may permanently relieve the tampo- 
nade, Helmsworth® reports that over half of 
the cases of acute cardiac tamponade which 
were treated by pericardiocentesis, were 
relieved of all signs and symptoms by a single 
aspiration. In 14% of his cases, on the other 
hand, repeated aspiration was inadequate 
therapy. The remainder of his cases were re- 
lieved by two to three aspirations. Other 
authors, especially Maynard et. al,!° have 
been so unimpressed with the efficacy of peri- 
cardiocentesis alone in the treatment of cardiac 
tamponade in large series of cases, that they 
recommend thoracotomy in all cases except 
those who are immediately relieved by the 
initial aspiration. 

Most authorities agree that the presence of 
repeated episodes of tamponade after the 
second or third pericardiocentesis, evidence of 
massive continued blood loss (as manifested 
by shock and hemorrhage), or large pre- 
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cordial wounds, are all usual. indications for 
thoracotomy and cardiorrhaphy. 

The technique of pericardiocentesis is prob- 
ably best carried out from the subxiphoid ap- 
proach, directing a long (spinal) No. 18 or No. 
17 gauge needle upward and slightly to the 
patient's left, to approach the apex of the 
heart. Bishop"' has presented an ingenious use 
of the electrocardiogram as a safeguard to 
avoid ventricular puncture during _ this 
maneuver. (Figure 2) The exploring lead of 
the ECG (chest “V” lead) is connected to the 
hub of the needle by an alligator clamp couple, 


When needie contacts 
ventricle, ST segment 
morkediy elevated. 


Alligator 
clamp couples 


“v" Leod 


Standard 
leads 
Fig. 2 Subsxiphoid pericardiocentesis 


EKG as sofeguord. Bishop, et al. 


and contact between the needle and the myo- 
cardium is manifested on the ECG by a sud- 
den striking ST segment elevation. 

If thoracotomy and cardiorrhaphy are de- 
cided upon, the incision of choice is usually 
a left intercostal incision in keeping with the 
level of external injury, but almost always be- 
tween the third and fifth interspaces. If the 
external wound is on the right, a right inter- 
costal incision may be used, Compressed Iva- 
lon sponge patches may be used to aid in the 
repair of large rents in the myocardial wall, 
or septae, but are usually unnecessary. 

In general, the heart muscle is sutured in a 
fashion consistent with the principles of 
suturing skeletal muscles i. e. large caliber 
suture material (such as 3-0 or 4-0 silk, atrau- 
matic), placed in fairly large bites of tissue. 
To secure a quick closure with an effective 
hemostatic seal, a continuous suture is pre- 
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ferred by many. This may be buttressed after- 
wards with interrupted sutures spaced be- 
tween. Care must be taken to avoid injury to 
important coronary vessels during the’ placing 
of sutures. In closure of the incision there 
should be adequate drainage of the peri- 
cardium, in order to avoid post-operative 
tamponade due to leakage or exudation. 

(2) Persistent Hemorrhage and Shock with 
the hemothorax or tamponade. 


As emphasized by Chamberlain,'2 
Helmsworth,? and others, massive recurrent 
hemorrhage or shock with evidence of per- 
sistent bleeding, are usual absolute indications 
for emergency thoracotomy. Closed thora- 
cotomy with sealed drainage should be 
initiated in the interim awaiting the definitive 
operation. If, however, after transfusion and 
thoracentesis, (and alleviation of tamponade, 
if present) the patient’s condition stabilizes 
and can be controlled, operation may be de- 
ferred. Overlong speculation and delay, how- 
ever, in the presence of uncontrolled bleeding 
or recurrent hemothorax or hemopericardium, 
is at this point most frequently the sire of 
irreversible shock and demise. Many authors 
point out that very few patients with such 
severe damage to the heart survive to reach 
a doctor. The usual occurrence in these cases 
is death from exsanguination within the space 
of a very few minutes. 


(3) Severe Contusion 
Myocardial infarction resulting from 
contusion of the heart has been reported, both 
in patients with pre-existing coronary artery 
disease, and, in a few cases, in victims in whom 
autopsy failed to reveal diseased coronary 
vessels.4 The diagnosis is made by history and 
ECG (which should be routinely obtained in 
all cases of chest trauma), and the treatment 
is essentially that of myocardial infarction from 
any cause. Minor contusions of the heart re- 
quire no treatment, other than observation for 
tamponade due to gradual leakage, and de- 
tection of arrhythmia. 
(4) Division of A Major Coronary Artery 
The usual result of this event will be 
myocardial infarction (often with supervening 
fatal arrhythmia) and acute cardiac tampo- 
nade. Treatment is conservative, unless opera- 
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tion is necessitated because of persistently re- 
current tamponade, in which case an attempt 
should be made to repair the severed artery if 
its size’ and nature of transection lends itself 
to re-anastomosis. The diagnosis may be sus- 
pected by ECG findings in conjunction with 
evidence of tamponade, but can be made with 
certainty only at operation or autopsy. 

(5) Progressive Congestive Heart Failure, 
Due to Rupture of A Valve or Septum 


The diagnosis should be suspected in 
any case with the physical findings of valvular 
disease or septal defect, following an episode 
of thoracic trauma.*: 6. 13 Confirmation may 
be elicited by the usual techniques employed 
in the diagnosis of congenital heart disease 
(angiocardiography, cardiac catheterization, 
etc. ). Definitive operation using the technique 
of cardio-pulmonary by-pass should be carried 
out to repair the traumatic defect. Aortic 
valvular fracture has been successfully done 
by the Hufnagel valve operation.'* Control 
of congestive heart failure by digitalis, 
diuretics, and other standard measures should 
precede operation. 

(6) Post-Traumatic Cardiac Aneurysm 

This complication may follow seemingly 
mild instances of cardiac trauma.* Death due 
to rupture of the aneurysm may be several 
months or years delayed. The diagnosis may 
frequently be made on routine chest roent- 
genogram, and must be made prior to rupture 
if the patient is to be salvaged. Surgical 
extirpation of the lesion, with primary closure, 
has been accomplished with the aid of cardio- 
pulmonary by-pass technique. 

(7) Intra-Cardiac Foreign Body, Resulting 
From Penetrating Missiles 

The diagnosis is usually made by 
roentgenogram, at or following the time of 
thoracic injury. Recent improvements in the 
field of intracardiac surgery probably justify 
the removal of the foreign body under cardio- 
pulmonary by-pass technique as soon as the 
patient's condition safely permits operation. 

(8) Conduction Disturbances 

Atrioventricular nodal block, complete 
heart block and other arrhythmias have been 
reported following blunt and sharp trauma to 
the chest.4. 5. If symptomatic, these ar- 


rhythmias should be medically treated and 
thorough appropriate evaluation of the cardiac 
status carried out for evidence of other cardiac 
damage. The drug of choice in the treatment 
of acute AV nodal block gr complete heart 
block at this time is probably isoproterenol 
hydrochloride (Isuprel ), with immediate care- 
ful digitalization. 


Cardiac arrest may occur as a result of 
cardiac tamponade, traumatic infarction, divi- 
sion of a coronary artery, shock due to hemor- 
rhage or simple contusion of the heart. If con- 
ditions permit, especially as to the availability 
of proper equipment and a salvageable pa- 
tient, prompt cardiac resuscitation should be 
carried out as an absolute emergency. The 
problem of cardiac arrest and resuscitation 
presents a scope of such magnitude that for 
the reasons of brevity, it will be published at 
a later date in a separate report. 

Summary 

The basic surgical considerations of prob- 
lems arising in the management of cardiac 
trauma are reviewed and summarized. A 
simple classification of the syndromes en- 
countered in various types of cardiac trauma 
is offered as a guide to the discussion of diag- 
nosis and treatment. 


REFERENCES 


1. Kissane, R. W.: Traumatic heart disease: non- 
penetrating injuries. Circulation 6:421, 1952. 


2. Leinoff, H. D.: Direct nonpenetrating injuries of 
the heart. Ann. Int. Med. 14:653, 1940. 


3. Spencer, F. C. and Kennedy, J. H.: War wounds 
the heart. J. Thoracic Surg. 33:361, 1957. 


4. Aronson, S. F.: Cardiac trauma. Northwest Med. 
55:1227, 1956. 


5. Taylor, H. B.: Transient cardiac arrhythmia in- 
uced by nonpenetrating trauma to chest. Am. 
Heart J. 46:557, 1953. 


6. Paulin, C. and Rubin, I. L.: Complete heart block 
with perforated interventricular septum following 
contusion of the chest. Am. Heart J. 52:940, 1956. 


7. Coffen, T. H., Rush, H. P., and Miller, R. F.: 
Traumatic complete heart block of eighteen yours 
duration. Northwest Med. 40:195, 1941. 


8. Blalock, A. and Ravitch, M. M.: A siitlaattass 
of the nonoperative treatment of cardiac tampo- 
nade resulting from wounds of the heart. Surgery 
14:157, 1948. 


9. Helmsworth, J. A.: Treatment of wounds of the 
art: a comparison of methods and an analysis 
of results. Am. Surgeon 22:719, 1956. 
10. we. A. de L., Avecilla, M. J., and Naclerio, 
A 


he management of wounds of the heart. 
Ann. Surg. 144:1018, 1956. 


318 Tue JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


11. H., Jr., Estes, E. H., Jr., Mclntosh, 
D.: The electrocardiogram as a safeguard in 
J.A.M.A. 162:264, 1956. 
12. Chamberlain, J. M., Carberry, D. M., and Stefko, 
P. L.: Practical aspects in Rung management of 
—_ of the heart. Am. J .Surg. 91:600, 


13. Howard, C. P.: Aortic insufficiency due to ee 
by strain of a normal aortic valve. Canad. M A. J. 
19:12, 1928. 

14. Stallworth, J. M., Weinberg, M., Jeffords, J. V.: 
Surgical correction of coarctation of the aorta 
combined with aortic valve regurgitation. Surgery 
40:575, 1956. 


PAPILLOMAS OF THE GALLBLADDER 
WITH REPORT OF A CASE* 


WituiaM C. Cantey, M. D. anp A. Izarp Josey, M. D. 
Columbia, S. C. 


Definition and Incidence 

In reviewing this subject for presentation, it 
was found that the whole entity revolved 
around the interpretation of a papilloma (or 
polyp). If one limits the incidence to true 
neoplasms and eliminates the other polypoid 
lesions, the condition is comparatively rare. It 
is our purpose to call to your attention the 
true new growth in the gallbladder, and we 
feel our case to be such. 

Papillomas may be single or multiple, sessile 
(as rounded nodules) or pedunculated with 
stalks of varying degrees. They are usually 
soft, relatively small (two to four mm.) and 
may be obscured by viscid bile. The color is 
about the same as the mucosa. 

Because of the inclusion of inflammatory 
polypoid mucosal lesions in many reports 
there is no definite incidence established. In 
1956 Carrera and Ochsner® had found 10 
cases in 1103 cholecystectomies (15 cases of 
carcinoma ) and they later'' reported 28 cases 
in 1331 resected gallbladders. They note that 
21 of these cases of gross polypoid lesions of 
the mucosa had been found in the last three 
years, probably due to their recent interest. 


Kirklin' in 1931 was the first to diagnose a 
gallbladder polyp by x-ray. He reviewed the 
Mayo Clinic records of 17,000 cholecystecto- 
mies and found an incidence of 8.5% of 
papillomas. Yet in 1936, Kerr and Lendrum‘* 
could find only 21 proven cases in the medical 
literature. Obviously, the difference lies in 
interpretation of lesions. Gagliardi and Gel- 
bach'® found 3 cases in 292 consecutive 


*Presented at the meeting of the South Carolina 
Surgical Society, Columbia, $. C. on April 12, 1958. 
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cholecystectomies and they were very careful 
to include only isolated new growths. Swinton® 
in 1948 reported 7 benign tumors of the gall- 
bladder in 4,553 operations on that organ at 
the Lahey Clinic. Four of these were papil- 
lomas, three were adenomas. From 1921 to 
1951, 425,000 new patients were seen in the 
Cleveland Clinic and 8 cases had proven papil- 
lomas of the gallbladder. During this time 
2,000 cholecystectomies were done and 30 
cases of carcinoma were found.® 

Pathology 

The term papilloma should be limited to 
lesions with a vascular connective tissue stalk 
covered by a single layer of tall columnar 
cells. The stalks or villi are multiple b::t each 
is covered by epithelium. The non-papillary 
variety has numerous glandular structures with 
some cystic spaces. Both may be sessile or 
pedunculated. 

The average size of papillomas is 2 to 4 mm. 
and one a centimeter in diameter is considered 
large. Kerr and Lendrum¢ report a polyp 5 
cm. in diameter which was palpable ab- 
dominally. They are usually small and often 
so fragile that palpation or instrumentation 
will break them off. 

Papillomas occur with and without stones 
and usually when no stones are present 
the gallbladder functions normally by the 
present test methods, Shepherd® found stones 
in 68% of the Mayo series, Kane® found stones 
in 3 out of 8 cases. Tabah and McNeer” had 
2 in 4 and Carrera and Ochsner® found stones 
in 5 of their 10 cases of papillomas. 

The mucosa in the gallbladder varies greatly 
from smooth flat to villous-like formations 
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with a velvety appearance. In cholecystitis 
there is hyperplasia of the mucosa with de- 
velopment of new glands and a heaping-up of 
mucosal folds giving a polypoid appearance 
which may even be seen by x-ray examina- 
tion. Normal villi in the gallbladder may en- 
large and become infiltrated with cholesterol 
deposits. These resemble polyps, when large, 
but are not true tumors. If small they resemble 
small stones in the mucosa and are often called 
“strawberry gallbladders”. Another condition 
similar to a papilloma, occurs in chronic 
cholecystitis where the epithelial proliferation 
results in a downgrowth into the mucosa 
and muscularis (Rokitansky-Aschoff sinuses ). 
Adenomyoma and “cholecystitis glandularis 
proliferans” are other names. 

The question of the relationship of true 
papillomas to carcinoma was foremost in our 
investigation. Even though there are reported 
cases of carcinoma in situ, I have been unable 
to find a case of invasive carcinoma reported. 

Carrera and Ochsner"! reported carcinoma 
in one of the fronds of a large pedunculated 
papillary adenoma with no evidence of in- 
vasion of the base. Tabah and McNeer? at the 
Memorial Hospital in New York feel that there 
is a definite malignant tendency in papillomas 
and have found carcinoma in situ in three of 
their four cases reported. In general, the feel- 
ing seems to be that true papillomas are pre- 
cursors of carcinoma and that in itself war- 
rants cholecystectomy. There does not, how- 
ever, seem to be the pre-malignant tendency 
of gallbladder papillomas in comparison to 
those in the gastro-intestinal tract’and bladder. 
Diagnosis : 

Papillomas (polyps) of the gallbladder are 
usually diagnosed by x-ray examination. They 
may be entirely asymptomatic but symptoms 
of chronic cholecystitis are most common. All 
of the three cases reported by Gagliardi and 
Gelbach'®° had typical gallbladder symptoms 
and were relieved by cholecystectomy. 

Kirklin’s' first criteria for x-ray diagnosis are 
still applicable. He described the constant 
position of radiolucent shadows in the erect 
and recumbent positions. The tumor is fixed 
to the mucosa and unless the stalk is long it 
will bear the same relationship to the organ 
in all positions. They are usually smooth and 


round and are best seen in a partially filled 
gallbladder. It is surprising how polyps 2 to 3 
mm. in size can be seen with good x-ray tech- 
nique. The reason is that the organ is usually 
small, it functions normally, takes the dye 
readily, contains some fluid and the lesion has 
a smooth contour. 

Moore? suggests taking the films tangential- 
ly, trying to get a profile of the lesion and pro- 
ducing a “notch” in the outline of the gall- 
bladder. Multiple lesions more nearly simu- 
late stones. It is necessary to always have films 
in at least two positions and if a constant 
radiolucent shadow is seen, the test should be 
repeated after several days. If then seen again, 
the shadows are probably papillomas. 

Papillomas may cause symptoms of acute or 
chronic cholecystitis. Lund and Burman® re- 
port a case where a pedunculated papilloma 
passed into the cystic duct and produced acute 
disease. Henry? found papillomatous implants 
in the cystic duct causing obstructing. Oak- 
land’s® case presented a normally functioning 
gallbladder with symptoms of chronic chole- 
cystitis. X-rays showed constant radiolucent 
shadows with opaque material only partially 
surrounding them. The opened gallbladder 
had multiple polyps 4 to 10 mm. in height and 
no stones. The symptoms disappeared after 
cholecystectomy. Carrera and Ochsner"! warn 
against not removing the gallbladder when one 
feels that polyps are there by x-ray. Many 
times the polyps cannot be palpated and will 
be found on opening the removed gland. Pal- 
pation may fracture the stalk and make it even 
more difficult to feel the soft lesions. Several 
authors®: 9. 1° have reported relief of symp- 
toms from cholecystectomy for papillomas 
without stones. Grego and Hawkins® report a 
patient with a diagnosis of chronic cholecystitis 
and radiolucent x-ray shadows. Polyps were 
suspected but could not be palpated. After re- 
moval of the gallbladder, three papillomas 
were seen with stalks 0.5 cm. long. The pa- 
tient’s symptoms were relieved. Coincidentally, 
this patient also had benign rectal and sigmoid 
sessile excrescences which were fulgurated. 


Case Report 
Our case is one of a colored female, age 57, who 


was examined in the office of one of us (A. I. J.) and 
admitted to the Good Samaritan Hospital on July 23, 
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Figure 1 
Showing poten in fundus of gallbladder in 
essentially the same position in the erect and re- 
cumbent posture. Diagnosed as such preoperatively 
by radiologist. 


1957 for cholecystectomy for a pacers She had 
typical symptoms of chronic cholecystitis with 
“indigestion”, belching, gaseous distention and some 
right upper quadrant discomfort. Dr. George Smith at 
the Columbia Hospital had made the diagnosis by 
x-ray and the day after hospital admission, the pa- 
tient was operated upon under spinal anesthesia. A 
right subcostal transverse incision was made and the 
abdominal examination was essentially negative except 
for a small, smooth, soft, normal appearing gallbladder 
with a soft mass felt near the fundus. After removal, 
the mass proved to be a pedunculated papilloma 
about one cm. in diameter and on a distinct stalk 
about 0.5 cm. long. The polyp was velvety to feel, 
greyish-brown in color and had a hematoma on its 
end where it had been injured by palpation. The pa- 
tient made an uneventful convalescence and has been 
free of symptoms since operation. 

The tragic part of this story now unfolds. In an 
attempt to get the fresh specimen (in saline) photo- 
graphed at the Columbia Hospital, there was a pro- 


Figure 2 
Showing two oy of papilloma in pee of 


gallbladder. Stal 
1 cm. diameter. 


was about 0.5 cm. long—lesion 


longed delay in getting it to the pathologist's private 
laboratory. I feel there was a mishap there also for 
his report to us was delayed. The saline was ap- 
parently never changed and the organ underwent 
autolysis. Grossly the tumor appeared to be a true 
pedunculated villous papilloma. 
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THE IMPACT OF MENTALLY ILL 
CHILDREN UPON THEIR FAMILIES’ 


No an D. C. Lewis, M. D.** 


he complete detailed report of this study 
T which required a year of intensive re- 
search, comprises some two hundred 
typewritten pages to be published in the 
future. Within the space of the present article, 
one can select only a few of the outstanding 
findings and impressions. 

The objective of this study was the attempt 
to determine the consequences for the family 
of the fact of a mental disorder in a child of 
sufficient severity as to necessitate its in- 
stitutionalization. This particular aspect of the 
problem has heretofore been a_ relatively 
neglected area in the field of child psychiatry. 
A large majority of the previous studies of the 
families of emotionally disturbed children 
have been devoted to the determination of the 
familial forces which may have contributed to 
the origin and perpetuation of the disorder. 

“The ways in which a family might cope 
with the problem of mental illness are not pre- 
defined for them by established cultural pat- 
terns, as they are in most forms of physical ill- 
ness. Uncertainty with regard to what is 
wrong, what one ‘should’ do, what other 
people will think, whether a given course of 
action will be effective, and just how it will 
all turn out are constant features of the situa- 
tion. It is a situation without norms or guides 
for appropriate action, even from experts. Per- 
haps the only relatively defined aspects of the 
problem is the knowledge by family members 
that mental illness in our society carries a 
social stigma.” (Quoted from the report of the 
principal investigator, Dr. Lenore Korkes.) 

Since cases of somatic pathology, organic 
brain disease, epilepsy and mental deficiency 

*An abstract of a report on a project carried out in 

the Department o teehad in Neurology and 

Psychiatry of the Department of Institutions and 

Agencies, State of New Jersey. 

**Director of Research in Neurology and Psychiatry, 

Department of Institutions and Agencies, State of 

New Jersey. 


Presented at the Institute on Neurology and Psy- 
chiatry, Charleston, South Carolina, April, 1957. 


present a wide variety of different problems 
to the family and although they deserve and 
invite a similar type of study, they were ruled 
out in favor of limiting this investigation to the 
families of children who had been diagnosed 
either as schizophrenic-like or serious behavior 
disorders. Moreover, this limitation would be 
in the interest of uniformity and also would 
avoid as far as possible the frequent tendency 
in a family to insist that the disorder is not a 
“real” mental illness. 

In addition to selecting children who had 
received a diagnosis of mental disorder to the 
exclusion of any detectable organic pathology, 
the criterion of studying only those from 
families consisting of the biological parents 
and siblings and who had maintained a joint 
residence was adopted. Therefore, the factor 
of “broken homes” was excluded. The reason 
for this is obvious since the impact of a child’s 
illness on a home that is already disorganized 
as a unit would present additional factors for 
evaluation. 

One hundred parents (or fifty families) 
participated in the study and there was a high 
degree of cooperation. Of the children in the 
hospital the age range was four to fifteen 
years, the time in the hospital at the time of 
the study ranged from four months to eight 
years. Seventy-five per cent of all the patients 
were boys. 

Each parent who participated in this study 
was interviewed privately. All but seven per 
cent were interviewed at their homes, The 
duration of the interviews ranged from three 
and one-half to seven and one-half hours; the 
average time taken was four and one-half 
hours. 

All the interviewers were persons profession- 
ally employed in the fields of social work, psy- 
chology and sociology, with considerable skill 
and training in the technique of the intensive, 
non-directive interview. None of the inter- 
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viewers had any direct connection with any of 
the families seen; all represented themselves 
to the parent as a person connected with a 
project sponsored by the Department of Insti- 
tutions and Agencies. Thus the interviewer 
was, to the parent, an “outside” but interested 
party; the reassurance of complete anonymity 
was given to all. 

A series of open-ended questions were de- 
signed to cover the following areas: (1) at- 
titudes toward the hospital; (2) the theories 
of causality and notions of possible prevention; 
(3) the perception of and current interactions 
with the patient; (4) the problems involved 
in the decision for institutionalization; (5) the 
perceived impact upon the patient’s siblings; 
(6) parental changes in behavior towards the 
sibling; (7) the parent’s own idea of the im- 
pact upon his or her self; (8) the impact upon 
the marital relationship; and (9) the effects 
upon social behavior and communication with 


others. 


A brief summary of the four types of parents 
is presented below based entirely upon the 
criterion of the way in which the illness is de- 
fined as to its origin. The parental expectation 
for cure is highly related to these definitions. 
General Types of Families Formulated 

Type I. “Dissociative”: Etiology of the ill- 
ness is perceived to be solely in an organic, 
fixed condition, whether already present at 
birth or due to some fortuitous event such as 
an accident or physica! illness. There is little or 
no expectation for recovery or even substantial 
improvement. Describes 38% of the total 
sample, 38% of Fathers, 38% of Mothers. 

Type II. “Confounded”: Several notions of 
etiology maintained simultaneously without 
any certainty that any one is valid. The multi- 
ple theories are usually not integrated. Parents 
of this type believe there may be an organic 
factor and also wonder if there is an inter- 
personal factor. This type shows the greatest 
degree of uncertainty in their attempt to define 
the illness situation. It is also the most hetero- 
geneous of the four sub-types, including (a) 
parents who wonder if perhaps they have in 
some (unspecified) way contributed to the 
disorder (b) those who wonder if their hus- 
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band or wife has (c) those who wonder if the 
school or neighborhood experiences have 
added to the difficulty, in addition to the pos- 
sible organic factor. Usually, they have quite 
limited expectations for recovery, but as a 
group are somewhat less pessimistic than Type 
I, Describes 22% of the total sample, 23% of 
Fathers, 21% of Mothers. 

Type III. “Extra-punitive”: The cause of the 
disorder is attributed to persons other than the 
responding parents. School and neighborhood 
influences are most frequently mentioned. Also 
included are other relatives of the patient 
(e.g., grandparent, sibling). The essential dis- 
tinguishing point is that the parent, although 
noting an interpersonal source for the diffi- 
culty, does not feel in any way personally re- 
sponsible. Generally these parents anticipate 
marked improvement and the return of the 
patient to the family. A number of these pa- 
rents tend to minimize the seriousness of the 
problem. Describes 20% of the total sample, 
27% of Fathers, 14% of Mothers. 

Type IV. “Affiliative”: Etiology is perceived 
as rooted, at least in part, in the familial at- 
mosphere and the parent’s own behaviors and 
attitudes. Included are a number who may 
also question the role of organic factors or 
extrafamilial psychosocial influences. The dis- 
tinguishing criteria for inclusion is the accep- 
tance of some level of responsibility, even 
though the degree varies. Prognoses made by 
parents in this group tend to vary from modest 
expectations of some improvement to high 
hopes for recovery. Describes 20% of the total 
sample, 12% of Fathers, 27% of Mothers. 

Summary of Findings 

Family members of mentally-ill patients 
may be considered as persons in a stress situa- 
tion, wherein much of the power to control the 
source of the difficulty is not generally per- 
ceived to be in their hands. Since in the nature 
of the case, parents of patients do not see 
themselves as fully able to change the child, 
they must develop some technique for coming 
to terms and living with the situation for a 
more or less extended period of time. 

There are no special societal norms which 
would aid the parent in coping with the situa- 
tion. There is a lack of general knowledge of 
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both “correct” and effective parental action. 
The current status of expert opinion on this 
question is unclear, so that the parent cannot 
simply take some authority's idea as a guide to 
action. Seven out of every ten parents inter- 
viewed state that they arrived at their notion 
of the etiology of illness on their own. This 
situation permits of a wide range of possible 
interpretations of the illness. 

Among the significant meanings of the total 
experience is that parents find themselves 
occupying a new and undesirable status, 
“parent of an emotionally or mentally ill child”. 
This status connotes certain internal and inter- 
personal changes. There is the deprivational 
aspect: as some of these parents have lost the 
anticipated pleasures of rearing a normal 
child; many also have “lost” the rewards of 
relatively free communication with their mates 
and with the community. The parent in such 
a situation usually feels somewhat excluded 
from the “normal” community. Especially for 
those parents who do not anticipate a recovery, 
there is an underlying sense that there is no 
escape from the problem. In this respect the 
parent of a child seen as hopelessly ill is under 
a prolonged stress, in contrast to the situation 
of a bereaved parent. 

The Type I parents (“dissociative”) may 
sometimes actually resolve the stress situation 
by no longer including the patient as a family 
member in their thinking, an adaptation analo- 
gous to that of a bereaved parent. 

The data show that the emotional climate 
of the marital relationship is altered by the ill- 
ness and hospitalization for the vast majority. 
The degree and form of the alteration seems 
to be related to the way in which the situation 
is defined and, in turn, met. There is evidence 
that the majority feel liberated from the stress 
created by the patient as a consequence of the 
institutionalization; further, half of the parents 
report a decrease in domestic disputes. In this 
atmosphere, there is the opportunity for pa- 
rents to re-evaluate their attitudes toward 
themselves, the patient, and their family life. 
It was noted that when the parent acknowl- 
edges some degree of responsibility, he or she 
is most likely to attempt a-reconstruction of 
these attitudes and relationships. The capacity 
for communication would seem to be both 


cause and effect of the reported changes in 
personal and social adaptation. The definition 
of the illness as in part arising out of the inter- 
personal situation in the family is one which 
may create more tension during an early stage 
of the appraisal process. However, it would 
seem that parents who adopt this definition 
have the greatest chance of enriching their 
familial life as a result of the total experience, 
and the patient, if and when discharged, might 
actually return to a better family situation 
than the one he left. 

Those parents who define the situation as 
due to some fixed, organic factor, and those 
who perceive the illness. as stemming from 
extra-familial psychological forces, may be 
considered similar with respect to the under- 
lying externalization of all responsibility. This 
study was not concerned with the veracity of 
such interpretations, but rather with the con- 
sequences. During the hospital stay, it would 
seem that parents who “externalize” the cause 
of the illness in some constitutional agent 
often feel drawn somewhat closer to their 
mates, due to the common fate to be endured. 
There is little or no mutual recrimination. 
Feelings of personal guilt are minimized by 
such an interpretation. There are, however, 
dysfunctional features to such an interpreta- 
tion; should the patient improve and be sent 
home, even temporarily, the parents will tend 
to have no insight into his needs, and generally 
feel emotionally alienated from the child. 

When those parents who consider the illness 
as due to the behavior of persons outside of 
the family are examined, it is found that one 
correlate of this definition is that the parents 
do not feel extremely alienated from the pa- 
tient. For example, the patient tends to be per- 
ceived as capable of comprehensible emotional 
response; in contrast with the Dissociative 
Type, more of these parents tend to feel they 
have some current role to play in the child’s 
development and do not tend to reduce the 
amount of discussion of the patient in the 
home. The ascription of all responsibility to 
other persons, however, does not require the 
parent to re-examine his or her own attitudes 
and _ relationships. Consequently, although 
these parents do not feel “alienated” from the 
patient, the majority do not change anything 
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fundamental in their child-rearing beliefs, or 
in their self-knowledge. Parents of this type 
almost never report an improvement in the 
basic marital relationship. On the contrary, 
they are most likely to report a strained and 
distant relationship, and are second only to 
the uncertain parents of Type II in the fre- 
quency of reports of increased distance be- 
tween husband and wife as a consequence of 
the institutionalization. 

These findings, and the possible implica- 
tions, point up a need for increased, intensive 
social service facilities for the families of chil- 
dren in mental hospitals. Parents can be helped 
to explore their own feelings under profes- 
sional guidance so that some of the released 
affects will not be overwhelming. Both mother 
and father should be given these services in 
order to increase the capacity for communica- 
tion and joint evaluation of the total experi- 
ence. Professional workers who deal with the 
families of patients have to be particularly con- 
cerned to involve the father as well as the 
mother in any reconstruction efforts. Not in- 
frequently one finds instances where the pa- 
tient’s mother either assumes some share of 
responsibility for the disorder, or is concerned 
about a possible contributory role, while the 
father tends to minimize or deny any aware- 
ness of personal responsibility. In these cases, 
the mother may wish to seek professional help, 
but is reluctant to do so without the participa- 
tion of the father in the process. Or, we may 
note several families wherein the mother is 
attempting to reorganize the family atmos- 
phere without benefit of professional aid, but 
feels frustrated as a result of the father’s rela- 
tive lack of interest in this goal. This study 
indicates that when such joint reappraisals 
are made, the families of mental patients may 
in fact become reorganized so as to be more 
integrated than they were prior to the in- 
stitutionalization. It is also suggested that in 
this way an atmosphere may be created in 
which the patient, pending improvement, 
could become re-assimilated. 

The differential impact of mental illness in 
a child upon the mother in contrast with the 
father is in part to be understood in terms of 
the greater contact which the mother has had 
with the child. The mother’s status and feel- 
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ings of gratification or thwarting are more 
closely tied to her parental role. These general- 
izations can be documented by the findings 
that 61% of the mothers, but only 35% of the 
fathers report that the events surrounding he 
child’s illness produced the greatest degree of 
tension in the parent's entire life span. Also, 
whereas mothers are likely to emphasize the 
child’s illness and child-rearing problems in 
general as the most troublesome aspect of their 
parental role, 33% of the fathers refer to 
financial problems (and only seven per cent 
of the mothers) as the most troublesome 
aspect.. The father is not as oriented toward 
his parental function; this factor helps explain 
the finding that over one-quarter of the 
fathers, (but only seven per cent of the 
mothers) say they have not really been 
affected by the child’s illness. In contrast, 
mothers frequently describe intense affective 
disturbances, including depression, guilt, wish 
for withdrawal and even “nervous break- 
downs”. Mothers are more likely than are 
fathers to explain their affective reactions to 
the illness and hospitaiization by invoking the 
idea that such reactions are “natural”, stem- 
ming from the fact of being the patient’s pa- 
rent. An explanation of affective reactions to 
the situation which is unique to fathers is that 
they have been deprived of a pleasure; (14% 
of the fathers, and no mother stated, “Well, I 
just like kids,” or “I enjoyed having him 
around” ). 

Mothers are more likely to perceive signs of 
disorder at an earlier age than are fathers. 
Having perceived some sign of difficulty, 
fathers are more likely to initially react by re- 
garding the symptoms as within the normal 
range of behavior. The child will be seen as an 
amusing cut-up, a bit wild, or maybe just a 
little slow in development. Once the fact of a 
disorder has been recognized, we find that 
fathers and mothers differ with regard to their 
needs for aid in deciding upon institutionaliza- 
tion. Fathers tend to emphasize the factual and 
action aspects, i.e., getting information and 
expediting the whole procedure. More salient 
for mothers are their emotional needs for sup- 
port at this point. Particularly, mothers are 
oriented toward receiving such emotional sup- 
port from their own parents. 


325 


rx 
. 
q 
tim 
ae 
2 
i 
a 
ae 
| 


Mothers are more likely to implicate them- 
selves in the development of the disturbance; 
they also tend to be more aware of hostile and 
ambivalent feelings directed toward them- 
selves in the patient. The current role the pa- 
rent might play in the child’s adaptation is 
also more salient for mothers as a group. Con- 
sonant with the greater frequency of concern 
over some responsibility for the illness, is the 
finding that mothers are more likely to report 
considerable change in their child-rearing 
practices, and in their own attitudes toward 
their normal children. The majority of the 
mothers of patients (in contrast with approxi- 
mately one-third of the fathers) have thus 
learned to perceive their relationship to their 
children in new ways. 

That the mother of a patient in a mental hos- 
pital is more likely to feel some responsibility 
for the disorder, to have intense affective re- 
actions, and to be mobilized to form new per- 
ceptions of the self in relationship to children 
than the father may in itself create some strain 
in the marital relationship. One index of this 
disparity in reactions is that while 78% of the 
fathers stated that their wife was one of the 
two “easiest” persons with whom they could 
discuss the illness, only 51% of the mothers 
of patients so described their husband. 

If, as has been indicated in the current in- 
vestigation, the way in which the family mem- 
ber defines the illness may have such far- 
reaching implications for personal and intra- 
familial adaptation, and implicitly for the pa- 
tient, it would seem important to search for 
possible determinants of the particular defini- 
tions. The four-fold typology described above 
has been found to be independent of the fol- 
lowing variables: economic class, education, 
birth order of patient and religious preference. 
The typology is also relatively independent of 
the length of hospital stay; there is only a 
slight trend for parents of children who have 
- been in hospitals for four or more years to be 
described as “Dissociative” or Type I. 

We have no really adequate data on the 
marital relationship prior to the onset of the 
illness, but only the retrospective accounts. 
However, the following hypotheses are sug- 
gested by these reports: 

(1) Marriages already characterized by a 


high degree of conflict together with both a 
lack of affection and communication are likely 
to emerge from the illness experience in more 
disturbed forms, 

(2) Even in the absence of overt conflict, 
marriages in which there is little communica- 
tion are unlikely to become reorganized in a 
reconstructive mode. 

(3) Families who may be described as 
economically and socially marginal are likely 
to become even more disintegrated as a con- 
sequence of the illness. Included here are 
cases where the father is a casual laborer 
where the family has no real relationship to an 
immediate or larger community, and where in 
the extreme we find demoralization. 

(4) Families in which there is a basic 
orientation to a system of values, whether re- 
ligious or humanitarian are more likely to cope 
with the situation with minimum disruption. 

The detailed study of the families of schizo- 
phrenic-like children impresses one _ that 
mothers certainly do not cause all of the dis- 
orders attributed to them by some writers. It 
is found that many of these children have an 
original constitutional susceptibility to the 
normal vicissitudes of life. That it does require 
a certain type of home environment to produce 
schizophrenia (the number one health prob- 
lem today) is far from a proven fact. There is 
now more evidence that the disorder is con- 
stitutionally determined. The following ques- 
tions require an answer through additional 
extensive research. Are serious personality 
problems present in the parents of all mentally 
ill children without exception? If this is found 
to be a fact, are there other children who are 
normal in the same family and how explain the 
difference? How many parents with normal 
mentally healthy children have been checked 
in control studies to ascertain how many of 
these parents have personal difficulties of some 
or of equal seriousness? Has the sick child 
caused or aggravated a family problem? Has 
the child precipitated a neurosis in the 
mother? 

It is obvious that there can be no reliable 
pronouncements on these issues until they 
have been more thoroughly investigated by a 
scientific approach, but it is hoped that the 
topology suggested in the present study will 
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be found useful as a tentative model for other 
researches in the area of adaptation to stress. 
This topology might lend itself to somewhat 


similar problems such as the impact of juvenile 
delinquency, mental deficiency or physical de- 
formity upon the family unit. 
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ELECTROCARDIOGRAM 
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Paroxysmal Atrial Tachycardia 


Dae Groom, M. D. 
Department of Medicine 


Case record—For the first week after birth a female 
infant was observed to have a regular but rapid pulse 
which occasionally would decrease spontaneously to a 
normal rate. Several electrocardiograms recorded dur- 
ing these episodes of rapid heart action disclosed the 
arrhythmia to be paroxysmal atrial tachycardia with 
rates ranging from 180 to 200 beats per minute. 
Efforts to slow the rate by such maneuvers as carotid 
sinus stimulation, induced gagging, and pressure on 
the epigastrium were unavailing. However, following 
digitalization the pulse rate declined to 100 and a 
repeat tracing revealed a normal sinus rhythm. 

The same tachycardia recurred in association with 
a febrile illness the second week. On this occasion 
additional drugs were tried, including quinidine 
which in a test dose produced a hypersensitivity re- 
action, and procaine-amide and prostigmine which 
were ineffective. The electrocardiogram illustrated 
here was recorded after administration of an increased 
dosage of digitalis when it was observed that the 
pulse rate could be made to drop abruptly to 140 by 
pressure on the carotid sinus. By the third week the 
tachycardia abated, a normal sinus rhythm was evi- 
dent in the ECG, and the baby was discharged on a 
maintenance dose of digitalis. Close observation dur- 
ing the ensuing two months revealed no recurrence of 
a cardiac arrhythmia. 

Of special interest in this case is the presence of a 
tachycardia before birth. The obstetrician had ex- 
pressed some misgivings over his finding of a fetal 
heart rate of 180 or above on all prenatal examinations 
the last two months of gestation. 
Electrocardiogram—The rhythm is regular at a rate of 
190. At first glance it might appear to be a normal 
sinus mechanism in that the P waves, which are well 
deflected in standard leads II and III, are not grossly 
abnormal. Their contour, however, differs sufficiently 
from that in other tracings recorded when the tachy- 
cardia was not present, to demonstrate an ectopic 
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origin of the pacemaker in this electrocardiogram. All 
P waves are partially fused with the preceding T 
waves but the P-R interval can be measured ap- 
proximately as 0.16 sec. The QRS complexes are nor- 
mal and show the right axis deviation which is ex- 
pected at this age. Also normal in infancy is the ob- 
served inversion of T waves. There is a suggestion of 
digitalis effect in the downward slant or “sagging” of 
ST segments in leads II and III. 

Discussion—One of the most common and generally 
innocuous arrhythmias is that of paroxysmal atrial 
tachycardia. Characteristically it is an intermittent 
tachycardia, beginning and ending abruptly, lasting 
several minutes to several hours, occurring at any age 
but said to be more frequent in the second and third 
decades of life. Its rhythm is usually regular. Seldom 
does its rate vary more than 20 beats above or below 
180, although rates up to 250 and more have been re- 
ported. 


Much remains to be learned of the basic mechanisms 
involved in this and the other ectopic tachycardias. 
The constancy of rate and regularity of rhythm typical 
of paroxysmal atrial tachycardia have been cited as 
evidence of a single circus type of excitation wave 
perpetuating itself in the atria. Another theory, that 
the tachycardia arises from a series of rapid and 
repetitive discharges from an ectopic focus, relates it 
more closely to the other atrial arrhythmias. In this 
view “P.A.T.” is regarded as essentially a mid-stage 
between atrial premature contractions and flutter, the 
end stage being the chaotic activity of atrial fibrillation 
and the distinguishing difference being that of rate. 
Quite possibly there may be more than one mechanism 
of the arrhythmia. Recent work has suggested that a 
type of paroxysmal atrial tachycardia which is asso- 
ciated with a variable degree of atrioventricular block, 
is usually attributable to digitalis toxicity and mani- 
fests a somewhat different clinical behavior may be a 
separate entity. Regardless of the mechanism, the P 
waves in P. A. T. have an abnormal configuration 
which is determined by their site of origin in the atria. 
An ectopic location close to that of the normal pace- 
maker may produce P waves indistinguishable from 
those of a normal sinus rhythm. This particular tracing 
was selected because the P waves, on which rests the 
diagnosis of an atrial tachycardia, are clearly defined. 
Often they are obscured by the preceding T waves and 
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their presence can be demonstrated only by an eso- 
phageal lead or, perhaps, a precordial lead recorded 
from the area of the 3rd intercostal space near the 
right sternal border. In this way P. A. T. can be 
differentiated electrocardiographically in in- 
stances from sinus tachycardia, atrial flutter, or an 
A-V nodal tachycardia. Without this differentiation, 
the arrhythmia is simply classed as a supra-ventricular 
tachycardia. 

As a rule the QRS complexes are normal because 
conduction below the A-V node is normal. An ex- 
ception is the slurring, notching, or widening of these 
complexes ascribed to “aberrant ventricular con- 
duction” which occurs with more than the ordinary 
degree of frequency in sustained supra-ventricular 
tachycardias. More often there are T wave changes 
which become especially pronounced when the parox- 
ysms are prolonged. Inversion of T waves and even 
considerable depression of ST segments in the left 
precordial leads may develop during attacks and are 
thought to be due to myocardial “fatigue” or actual 
ischemia. 

The abruptness of the onset and termination of a 
paroxysm of atrial tachycardia and the regular pulse 
rate of about 180 unaltered by exertion or rest are 
important features of the arrhythmia, as is its re- 
sponse to treatment. Many of these patients complain 
of dyspnea or a smothering feeling, of vague aches or 
pains in the left chest, of weakness or sweating or 
apprehension. Cerebral symptoms of dizziness or syn- 
cope are not uncommon. The sudden awareness of 
palpitation may evoke considerable anxiety or panic, 
particularly if the patient is unaware of the nature of 
his attack. Other individuals experience only a mild 
precordial consciousness, or no symptoms at all. 
Paroxysms which go on for days or weeks, or ones 


which entail very rapid heart rates, can produce 
angina pectoris, congestive failure or, rarely, shock. 
One should always strive to obtain an electrocardio- 
gram during an attack, if only because of the re- 
assurance this diagnosis affords to the patient. 

Most cases of P. A. T. which come to the attention 
of the physicians have no demonstrable cardiac dis- 
ease. In those who are prone to recufrences such 
factors as emotional stress, fatigue, anxiety, or febrile 
illness can often be identified as instrumental in pre- 
cipitating the attacks. Occasionally this arrhythmia is 
seen with acute myocardial infarction, thyrotoxicosis 
or myocarditis. Paroxysmal supra-ventricular tachy- 
cardias are part of the Wolff-Parkinson-White syn- 
drome; patients with this anomaly of atrioventricular 
conduction may present themselves with tachycardia 
as the only clinical manifestation. 

Attacks of P. A. T. which do not subside spon- 
taneously within a few minutes and which do cause 
disturbing symptoms should be treated. The patient 
himself often learns to abort attacks by holding his 
breath, by attempting to inhale or exhale against a 
closed glottis, or by leaning forward with the head 
down or simply relaxing in the supine position. 
The standard maneuver of stimulation of a carotid 
sinus by pressing it against the cervical spine and 
massaging it lightly for 10 to 20 seconds yields 
dramatic results in some cases and is reasonably safe 
in all but elderly patients. Usual procedure is to press 
first on the right carotid sinus and then, if no results, 
on the left, at the same time listening to the heart 
sounds or carefully noting the pulsations in the vessel 
for an abrupt drop in rate. Other methods which pre- 
sumably induce vagal depression of atrial activity are 
those of making pressure on one or both eyeballs, on 
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the epigastrium, or induction of gagging by stimula- 
tion of the posterior pharynx. 

The depressant action which quinidine exerts on 
myocardial irritability has proven useful in both treat- 
ment and prevention of paroxysms of atrial tachy- 
cardia. A few individuals have an idiosyncrasy to the 
drug—hence the advisability of administering a test 
dose of 0.1 or 0.2 gram first. For therapy in the adult, 
quinidine sulfate can be given orally on a schedule of 
0.2 to 0.4 gram every 3 hours, or up to every 1-2 
hours in extreme cases, until the tachycardia subsides 
or cinchonism appears. Larger initial doses of quini- 
dine are preferred by some cardiologists. The danger 
attending administration of more than 3 grams or so 
in a 24 hour period can be minimized by frequent 
electrocardiographic observation for signs of quinidine 
toxicity. Maintenance doses of as little as 0.1 gram 
every 3 or 4 hours will prevent ectopic arrhythmias 
in some patients. Drugs often used as second choice 
in P. A. T. are prostigmine, Mecholyl, and neo- 
synephrine. Procaine-amide is generally less effective 
in atrial than in ventricular ectopic rhythms. 

It is paradoxical that digitalis can both cause and 


suppress paroxysmal atrial tachycardia. Enough cases 
have responded to digitalis after having proved re- 
fractory to other methods of treatment that this drug 
is preferred by some, whether congestive failure is 
present or not. It would of course be contra-indicated 
in P. A. T. with block or in any other situation in 
which there were reasons to suspect that the arrhy- 
thmia might be caused by digitalis toxicity. For this 
application the intravenous route of administration is 
often used to bring about a prompt response. A total 
dosage of 1.2 to 1.6 mgms. of a lanoticide-C prepara- 
tion such as Cedilanid, divided into 2 injections given 
over a period of a day or less, is an average dose for 
full digitalization of an adult. Other general measures 
such as sedation, rest, and reassurance are helpful. 
Abstinence from tobacco and caffeine is reputedly of 
value in reducing the frequency of attacks of some 
cases. 


The occurrence of paroxysmal atrial tachycardia in 
utero—or at least its persistence there over a long 
period of time as presumably occurred in this case— 
is doubtless exceedingly rare. 


Report of Mr. William Sandow, Jr., 
Executive Director, 


SOUTH CAROLINA MEDICAL CARE 
PLAN, 
to the ANNUAL MEETING of the 
CORPORATION, Myrtle Beach, S. C. 


May 14, 1958 


MR. PRESIDENT, Corporate Members of the South 
Carolina Medical Care Plan, and Guests: 

I am, once again, very happy to, have the oppor- 
tunity of reporting to you, the chief governing 
authority of the South Carolina Medical Profession’s 
Blue Shield Plan. 

I sincerely hope that you will look upon me, not as 
the representative of some remote third party entity 
purchasing your services for re-sale to the public, or, 
as the representative of just another insurance com- 
pany, but rather as an employee of your organization 
—an organization existing only to help you facilitate 
the provision of your services to the people of South 
Carolina. 

I wish that I could report to you a year of out- 
standing success in terms of greatly increased enroll- 
ment under broader benefit contracts with correspond- 
ing financial gains, however, such is not the case. 

I am sure that you will be concerned to learn of a 
year that was marginal both as to finances and growth, 
despite considerably more new enrollment than has 
been obtained for several years previous, despite in- 
creased subscriber's rates, and despite further re- 
duction of already limited benefits. 

Rather than belabor our particular problems I 
should like to take a few moments, and I assure you 
I shall be brief, to consider generally prepayment for 
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health care — of which Blue Shield is an important 
part. Such an analysis will, I hope, be meaningful by 
pointing up some basic circumstances which in turn 
manifest themselves as specific problems. 

There are many unresolved questions in the field of 
prepayment for health care. For the most part, how- 
ever, these unresolved questions are in the methods 
for accomplishing an agreed upon objective and in the 
rate at which the objective will be obtained. 
Essentially, the objective of voluntary prepayment is 
to cover as many of those costs of illness as is possi- 
ble that individuals may incur which cannot be met 
“out-of-pocket” at the time of need. 

From the point of view of the patient, or the per- 
son responsible for the patient, this means knowing 
that in the event of an illness in the family, the costs 
of needed care will not disrupt the family’s finances. 

Of course, there are, depending on the point of 
view, certain’ by-products in the attainment of this 
objective by voluntary prepayment which may seem 
to supersede in importance the objective itself — and 
perhaps properly so. These can be variously stated as 
helping people to meet the costs of health care and 
at the same time maintaining a free enterprise system 
among those who provide the care; or, permitting 
health services to be bought and sold on a voluntary 
basis within the framework of a credit economy; or, 
permitting the providers of health services to compete 
for a share of the consumer dollar against the demands 
for that same dollar by other goods and services. 

I think we can agree that such an objective is worth- 
while, but, you may well inquire, is this mechanism 
necessary? Let me give you a few facts— 

In 1955, which was a prosperous year by any 
standards, about 48% of all families in the United 
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States had incomes below $5,000. About four million 
—or approximately 9% of all families had incomes of 
less than $2,000. More than one-third of all farm 
families had incomes of less than $2,000. In South 
Carolina we estimate the percentages under these in- 
comes to be somewhat greater. 


Of even more significance is the fact that in early 
1957 one-quarter of all American families had no 
cash savings. More than half had less than $500. 
Only one-fourth had savings of $2,000 or more. 
Furthermore, consumer credit, relative to the size of 
consumer income after taxes, is now double what it 
was a decade ago. At the present time it is estimated 
that almost 20% of all incomes after taxes is pre-com- 
mitted to family debts, either mortgage or other instal- 
ments. 


All of this means — what I am sure you must 
realize — that in the present economy of this country 
most Americans must make most major purchases, 
especially health care, which by and large is im- 
possible of anticipation, on a pre-paid basis. 

How well is the prepayment job being done in the 
face of this obvious need? Despite the almost 
fantastic growth of prepayment and insurance in the 
past two decades, there remains much to be ac- 
complished: 

Nationally, roughly 50 million people, one-third of 
the population, have no prepayment for or insurance 
against any kind of hospital bills. Seventy million 
have no prepayment for or insurance against any type 
of surgical care. Two out of every three persons, al- 
most 107 million, lack prepayment for or insurance 
against general medical expenses. What is even per- 
haps more significant and alarming is that even under 
existing enrollment, still Jess than one-third of 
America’s total private health bill is either prepaid or 
insured. 

In South Carolina slightly over half of the popula- 
tion has some insurance against or prepayment for 
hospital expense. Of this number, about one-fifth have 
prepayment through Blue Cross. This one-fifth in- 
cidentally probably receives close to one-third of the 
total benefits provided on either an insured or prepaid 
basis — which is one measure of the value of Blue 
Cross as compared to the rather poor commercial 
imitations. For surgical expense slightly less than half 
of the South Carolina population has some form of 
protection of which roughly 15% is Blue Shield. For 
general medical expense about 14% have some pro- 
tection of which well over one-third is Blue Shield. 
‘In the realm of payments provided, Blue Shield’s 15% 
pays probably better than 25% of the total for sur- 
gical expense and its one-third of the medical care 
better than 40% of the total. I would suggest by this 
measure at least our benefits are not to be too severely 
censured. Not capable of measurement in monetary 
terms, of course, is the value to the public of Blue 
Shield’s unique “service” feature. 


Why is prepayment — and more particularly Blue 


Cross and Blue Shield, not doing a better job in ex- 
panding benefits and enrollment until there is cover- 
age for everyone for all the costs of health care which 
cannot be managed at the time of illness without 
financial jeopardy or at best dislocation — especially 
since the larger the bill for an illness the more im- 
portant it is to have the last dollars of illness expense 
covered — not only for hospital; in-hospital medical 
and surgical care but for other essential health care, 
particularly essential out-patient services that must 
enter into the picture? 


The answer is this — the rate at which benefits can 
be expanded depends almost entirely upon public 
willingness to allocate larger sums to voluntary pre- 
payment. And I should like to interject at this point 
that gaining this public willingness is a particularly 
unique and difficult sales problem. For, by and large, 
we are dealing with people in good health who do 
not anticipate needing care and even have a psycho- 
logical aversion to considering the possibility of need. 
In our case, the old saying — “The Devil sick 
the Devil a Saint would be” does not apply. Believe 
me, prepayment dollars are hard to come by. 

Faced with the economic dilemma of rising public 
demand for health care and rising unit costs of care 
— since the war, health care costs have risen faster 
than almost any other item, and are now about 20% 
higher than the average of all items, — and, since 
health care costs have risen much faster than consumer 
incomes, prepayment agencies have found it difficult 
to increase benefit levels as fast as would seem socially 
and economically desirable without jeopardizing pub- 
lic willingness to buy. The public, generally, has 
not sufficiently understood the underlying economics 
of prepayment financing to be willing to meet the 
rising price structure for protection resulting from 
higher unit costs of health care, and, at the same time 
meet the higher price that accompanies higher bene- 
fit levels and rapidly expanded use of benefits now 
existing. The result has been — and I would ask you 
to note this point well — a retarding of the expansion 
of benefit levels for items other than hospital care 
occasioned by the rapid rise in the cost of prepayment 
for hospital care itself. 

I would like to repeat this — the result has been 
a retarding of the expansion of benefit levels for items 
other than hospital care occasioned by the rapid rise 
in the cost of prepayment for hospital care itself. 

Of course, you can appreciate that in the cost of 
prepayment, amount of use is perhaps more important 
and certainly less predictable than unit cost per se. I 
might interject, at this point, that this is, to us, a very 
real consideration — for we are now in the process of 
making another major increase in Blue Cross rates, 
the necessity for which is almost entirely the result of 
greatly increased use, 2100 more admissions than for 
the same period last year and over $200,000 added 
expense. Let me illustrate the benefit curtailing effect 
of this factor: 


330 Tue JouRNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 


12 
an 
lin 
ac 
Sc 
a’ 
g 
T 
P 
i 
s 
] 


The general public in South Carolina has a rate of 
124 hospital admissions per thousand people. 
Nationally, Blue.Cross and Blue Shield members have 
an admission rate of 136 per thousand. South Caro- 
lina Blue Cross and Blue Shield members have an 
admission rate of 169 per thousand. This means that 
South Carolina Blue Cross and Blue Shield members 
go to the hospital about 20% more than the national 
average for all other Plans, and compared to the 
general South Carolina population, 30% more often. 
These figures, of course, do not take into account cost 
per admission which is a direct function of services 
ordered. I might add that we have evidence which 
indicates the situation in Blue Shield is roughly the 
same and in the same proportions. 


In 1957, last year, South Carolina Blue Cross and 
Blue Shield distributed its members’ prepaid funds in 
the amount of about $4,942,000. Considering the 20% 
differential in admissions between the South Carolina 
Plans and the national average of all plans, there is 
more than $980,000 of our members’ funds being 
spent for hospital-surgical and medical care than 
would have been spent were rate of use at the national 
average. 

This would buy for all South Carolina Blue Cross 
and Blue Shield members at an average utilization 
rate 

a) a $350 surgical fee schedule 
or 
b) a $10 first day and $5 for 119 days in hospital 
medical care benefit plus all necessary out- 
patient diagnostic work-up and consultation 
or 
c) all post-hospital medical care, nursing care, 
and medicines in prolonged illness cases under 
a major medical care contract. 


If South Carolina Blue Cross-Blue Shield mem- 
bers used the hospitals at the same rate as the general 
public of the State, there would be at least an addi- 
tional half million dollars of their funds available for 
other benefits. If this were the case any two of the 
previously mentioned additions to the prepaid health 
care of our members could be made available. 

To put it another way, the $31 per year now con- 
tributed as prepayment by each Blue Cross-Blue 
Shield member could be reduced to $22 and still 
maintain the present benefit levels were utilization 
rates the same as for the general public; or, no more 
than $25 if utilization rates were at the national 
average of all Blue Cross-Blue Shield members. Of 
the $4,942,000 paid out for Blue Cross and Blue 
Shield benefits in 1957, 28% was paid for physicians’ 
services. In 1958, because of increased costs and use, 
the hospital portion is expected to reach $3,925,000, 
an increase of 10%, with the payment for professional 
services thereby decreasing proportionately somewhat 
to about 24% of the-total of prepaid funds. 

‘I would, of course, hesitate to say that this situation 
reflects public demand for medically unwarranted use 
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of the contracts as written and intended; uneconomic 
organization of personnel and facilities which furnish 
health care, lack of prepayment programs which in- 
clude a full range of needed medical services so that 
those which are medically appropriate are used, or 
lack of proper controls to guard against unjustified in- 
flation of costs or utilization. 

Francis R. Smith, Insurance Commissioner of Penn- 
sylvania, issued a statement of adjudication several 
weeks ago in the matter of recent filings for rate ip- 
crease approvals by Pennsylvania Blue Cross Plans. 
It is the most significant public statement made by a 
state official in many years. While I recognize he is 
speaking of another area I think some of the salient 
points concern all who are interested in the operation 
and expansion of voluntary, non-profit prepayment, 
particularly so since the document has attracted the 
attention of many other State Insurance Departments, 
including our own, and he has refused to consider 
future requests for increased. rates until some cor- 
rective action has been taken. 


I quote various excerpts from Commissioner Smith's 
statement: 

“The value of Blue Cross Plans is directly de- 
pendent upon the ability of such associations to pro- 
vide hospital care to the whole community at fair and 
reasonable costs which the members of the com- 
munity can afford to pay. It is incumbent upon me as 
Insurance Commissioner, and all interested members 
of the community, including hospitals and physicians, 
to take every reasonable action to lessen the financial 
burden now borne by citizens in paying the costs of 
hospital care.” 

“The need of Blue Cross plans for higher rates is 
directly caused by the increasing costs of hospital 
services and the increasing utilization of such services 
by Blue Cross subscribers.” 

“The testimony at the hearings showed that hospital 
administrators have no expectation that hospital costs 
will level off in the near future. If present attitudes 
regarding hospital care remain unchanged, if present 
methods of hospital administration are continued, if 
present practices in the admission to hospitals of sub- 
scriber patients are not corrected, the Blue Cross 
Plans will be applying year after year for additional 
rate increases.” 

“The steadily mounting costs of hospital care are 
placing the Blue Cross Plans in no less than an emer- 
gency condition.” 

“It should be emphasized that every unnecessary 
day of hospital occupancy forces Blue Cross sub- 
scriber-rates upward.” (In the case of our Plan, if 
each stay could reduced one day we could save 
$600,000 each year. ) 

“I do not believe that ere has been done to 
bring about the most efficient and _ economical 
management of our hospitals. In fact, I believe very 
little ta been done. I do not believe that everything 
has been done by hospital administrators, by the Blue 
Cross organizations, and by the medical profession to 
eliminate unnecessary admissions and to reduce pro- 
tracted hospital stays. In fact I believe, with few ex- 
ceptions, very little has been done. I do believe, how- 
ever, unless action is taken immediately in both of 
the above regards, the whole scheme of prepaid medi- 
cal care through the Blue Cross system will be ‘ir- 
reparably injured at the expense of millions of citizens 
resulting in severe Soruinad and financial hardship and 


ering. 
“A fact which we all must recognize is that wasteful 
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and unnecessary use of Blue Cross benefits forces Blue 
Cross rates upward. Throughout these hearings few, 
if any witnesses denied that abuses exist in the utiliza- 
tion of Blue Cross benefits. The only question upon 
which there was disagreement is the extent of the 
abuse. It is not necessary for the purpose of these 
adjudications to determine the precise extent of abuse; 
the fact that it exists justifies remedial action. One 
physician testified in the Philadelphia Blue Cross hear- 
ings that he had been approached many times by pa- 
tients who desired unnecessary hospitalization. He 
stated in his testimony that if the staffs of hospitals 
were really backed by the strength of the county 
medical society and the Board of Censors they could 
do much to reduce the abuse of unnecessary hospital- 
ization.” 

“Another physician also testified that 
ees presses physicians to keep hospital s 

ed. 

“A hospital Superintendent in the same hearing 
testified that it would appear that there is over- 
utilization of hospital services as indicated by the 
variance in the average length of stays in different 
hospitals for the same illnesses. This same witness 
indicated that in certain hospitals Blue Cross patients 
are hospitalized for longer periods than are non-Blue 
Cross patients.” 

“No qualified witnesses appearing before the Com- 
missioner in the Pittsburgh hearings denied that 
abuses in the use of Blue Cross benefits exist.” 

“One Public Health expert, who was himself a phy- 
sician, while not denying that abuses in utilization of 
hospital services existed, testified that detailed studies 
were needed to establish standards to measure such 
abuses. This witness hastened to testify, however, that 
corrective action should not be delayed until such a 
study was made.” 

“Testimony submitted in these hearings established 
beyond any doubt that unnecessary utilization of hos- 
pital service can be substantially reduced by proper 
action and cooperation of all interested parties, in- 
cluding the Blue Cross Plans, their subscribers, doc- 
tors, and hospital administrators. Any suggestion that 
we can’t do, anything about this because we don’t 
know to what extent the abuses exist should be sum- 
marily rejected.” 

“Testimony admitted into the record of the hear- 
ings shows conclusively that hospital administrators 
and their medical staffs can substantially reduce the 
abuse of hospital care.” 

Commissioner Smith concluded: “I do not intend, 
at this juncture, to involve this discussion in a tech- 
nical commentary on medical ethics. It should be 
plain, however, that if, as is implicit in Dr. Haddon’s 
charges, doctors are admitting Blue Cross subscribers 
to hospitals where such hospital care is unnecessary 
simply because the hospital bill will be paid by Blue 
Cross and the doctor is more likely to obtain his fee, 
grounds certainly exist for disciplinary action. Such 
conduct on the part of a doctor renders him a col- 
laborator with a private party in the violation of his 
Blue Cross contract. The record shows that the Phila- 
delphia County Medical Society did little more than 
pass resolutions on the subject. There is no evidence 
in the records that the county medical societies in the 
other counties served by the Blue Cross Plans involved 
in this hearing did as much. In fact the record in the 
Western Pennsylvania hearings show that the county 
medical societies generally have taken no action in 
this matter. In _— to my questions, Mr. Calder C. 
Murlott, of the Medical Society of the State of Penn- 
sylvania, stated that the County Medical Society of 
Allegheny County, to his knowledge, had done nothing 
about the abuses in hospital utilization growing out of 
improper admissions by doctors. With respect to state 
a county medical societies generally, Mr. Murlott 


stated that the state society has made recommenda- 
tions but that “The county societies do not pick up 
the ball. The state society is in no position to coerce 
the county societies. We must simply make recom- 
mendations.” 


“There can be no question that much can be ac- 
complished by doctors through their professional so- 
cieties towards eliminating abuses in the use of hos- 
pital care which is causing Blue Cross rates to steadily 
rise. Hospital admissions are generally controlled by 
doctors, and the length of stay of each patient is con- 
trolled by his doctor. The fact that doctors can do 
much to lessen abuses was attested to by one physi- 
cian testifying at the Philadelphia hearings. He said, 
‘I think that many of the problems that have been 
complained of here, and abuses, can be controlled, if 
the County Medical Society comes out against these 
abuses’.” 

I am the first to recognize the variegated role that 
Blue Cross and Blue Shield, as Plans, must play in re- 
solving this situation. Voluntary prepayment has won 
for itself all of the advantages and responsibilities of 
being in office — now the question is, how well can 
we serve the needs of the people — and that means 
doing something about the remaining two-thirds of 
the nation’s medical bill remaining virtually untouched 
by any program. This, we are working on at top 
speed, but this must be said — 


If Blue Cross and Blue Shield is to embark upon 
any significant extension of benefits without artificial 
monetary controls so economically severe upon the 
user as to render the program itself practically im- 
potent, we must have, in advance, the understanding 
and cooperation of everyone involved in the provision 
of health care, but especially the understanding of the 
medical profession, the hospitals, hospital administra- 
tors, and the public. To start such a program and then 
attempt to get the necessary understanding and co- 
operation would be disastrous. If prepayment is to be 
extended beyond the hospitalized case, the financing 
agency must have some idea how, where, by whom 
and under what conditions, the care is to be rendered 
and what the cost is to be. There is little real evidence, 
either tangible or in the general attitude of all con- 
cerned, that more, better or additional benefits will 
decrease the use and cost of present benefits or not 
themselves be subjected to runaway provision. If such 
is the case, it would be suicidal for already financially 
hard pressed plans to venture into these unknowns. 
There is no reason to believe that if a person is unable 
to drive a small car that giving him a larger one will 
do any more than increase the damage if a crash 
occurs. 


Non-profit, voluntary prepayment is at a crucial 
stage. The need for health care will always be with 
us; those who provide it will remain, as will the need 
for paying them. Prepayment, per se will in all 
probability. not be supplanted. The basic issue is 
how — what form and under whose control. 

Present alternatives are Blue Cross and Blue Shield; 
group practice; closed panels, and finally government 
—— either administering a compulsory insurance pro- 
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gram or straightout state medicine with salaried phy- 
sicians. 

The issue is not yet settled. Dr. Aimes C. McGuin- 
ness, Special Assistant to the Secretary for Health and 
Medical Affairs, U. S. Department of Health Educa- 
tion and Welfare, had this to say less than three 
weeks ago in Roanoke at the Carolinas-Virginias Hos- 
pital Conference in speaking on the future role of the 
Federal Government in providing and financing health 
care: 

“In all honesty, I do not see how one can speculate 
on the future role of the Federal Government with- 
out first coming up with an estimate of what is going 
to be the future role of the voluntary agencies, in- 
dustry, the suppliers of health care, and government 
at community, county, and State levels. To the extent 
that these sources cannot meet the health needs of the 
country, we can be sure that the consumers of medi- 
cal care will make demands on the Federal Govern- 
ment to fill in the gap.” 


Only by an interlocking partnership of all the pro- 
viders of health care and the community’s non-profit 
prepayment agencies, working together as efficiently 
and effectively as possible in the public interest, and 
with the understanding of the public as to the 
economy and effectiveness with which its community 
health services are provided as well as their underlying 
economics, can gaps be filled thereby forestalling pub- 
lic demands for socialized systems. 

A properly designed system of voluntary prepay- 
ment with any chance for survival can be devised only 
out of a deep understanding of medical care. Physi- 
cians must assume leadership today in fashioning the 
voluntary prepayment to come and accept much 
greater responsibility for its control. Not to do so is 
to relinquish the controlling voice in shaping the 
future of American medicine. 

May I remind you that this country is one of the 
very few remaining in the entire world not under 
governmental control. 


During the last two decades the proportion of the 
American population admitted to hospitals has more 
than doubled, Health Information Foundation re- 
ports. But the average length of stay per person has 
declined by almost half—from 41.1 days per person 
in 1935 to 22.4 days in 1956. 

Utilization of general hospitals has increased more 
sharply recently than use of mental and tuberculosis 
hospitals, according to Health Information Foundation. 
Even so, the country’s psychiatric hospitals still ac- 
count for more than half of all patient-days. 

Men require more hospital treatment than women, 
Health Information Foundation states, even though 
women’s admission rates are much higher during the 
childbearing years. 

Rural residents are admitted to hospitals more 
often than urban residents, according to Health In- 
formation Foundation. But city dwellers, once ad- 
mitted to hospitals, generally require a longer stay. 


Finally, Dr. Roberts warned that the apparently 
perfect environment does not always breed. perfect 
health. Neurosis in new housing estates and towns is 
more common than in the older, less satisfactory 
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housing conditions, and it appears that some people 
become unhappy in spite of every effort to help them. 
Similarly, it appears true that every stage in reducing 
mortality is likely to bring its own fresh difficulties. 
This point of view was well expressed by a corres- 
pondent in the Times, who dared to question whether 
the results of eliminating bronchitis, cancer and 
arterial disease would be as desirable a might appear 
at first sight. He pointed out that other degenerative 
diseases of senescence would appear and that there 
would eventually be many more and even older people 
needing hospitalization. Indeed, the day might dawn 
when a substantial part of the population would con- 
sist of sprightly if austere and abstemious septua- 
genarians mainly occupied in looking after innumer- 
able bedridden centenarians. Together, they would 
spend the evening of their days before their smokeless- 
fuel fires denying themselves the solace of tobacco, 
afraid to have a drink lest it damage the liver and 
anxiously scrutinizing every mouthful of food lest it 
contain a morsel of fat that might damage the arteries. 
He thought this was a poor way of spending an eve- 
ning. 

John Lister .in The New England Jour. of Med. 
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Editorials 


BLUE CROSS AND BLUE SHIELD 
NEED MEDICAL POLICING 


One of the great difficulties encountered by 
these agencies, which were sponsored, nursed, 
and supported financially by the South Caro- 
lina Medical Association, has been the per- 
sistent abuse of the regulations concerning the 
type of coverage which the Plans offer. 

A not-inconsiderable element of our mem- 
bers has consistently ignored the fact that the 
Plans stand or fall by the support of the phy- 
sicians of the state, and that careless, un- 
warranted, and actually fraudulent use of the 
provisions of the policies has resulted in a 
dangerous threat to the continuation of their 
activities. 

This sort of statement has been made many 
times and in many places, but the hardened 
sinners among us do not see the light, being 
concerned apparently only with what they and 
their over-demanding patients can get out of 
the funds, without thought of the basic pur- 
poses of the Plans as a shield against socialized 
medicine and a benefit to both physician and 
patient. This crying in the wilderness of con- 
science has not had sufficient answer to en- 
courage its continuation, 

Medical organizations have had to clean 
house before now, with some spectacular suc- 
cess, and the time seems right for the con- 
scientious to leap on the conscienceless, and to 
apply pressure of a sort that really hurts. To 
effect such a move, county societies and hos- 
pitals would have to establish committee for 
review of the charts of all patients admitted 
under the provisions of the Plans, and would 
have to uphold disciplinary action. Such a 
move would be sufficiently drastic to make it 
painful enough to put, if not the fear of God, 
at least the fear of the hand of honest medicine 
into the minds of the transgressors. 


ARE YOUR MEDICAL CREDENTIALS 
SAFE? 


The familiar plight of the foreign physicians 


who by reason of catastrophe, has lost his 
medical credentials, and cannot establish his 
right to practice medicine in this country 
brings to mind the fact that someday many of 
us might find ourselves in the same position 
as a result of war or other major disturbance. 
To reduce the risk of loss of valuable medi- 
cal diplomas and certificates, The World Medi- 
cal Association has established a Central Re- 
pository in which copies of such papers can 
be placed, and from which they can be ob- 
tained on request. The cost is not large as com- 
pared with other insurance. Information can 
be had from the World Medical Association— 
Columbus Circle, New York 19, N. Y. 


ON BRAND NAMES 


An editorial on Brand Name Drugs by Dr. 
Henry Davidson, editor of The Journal of the 
Medical Society of New Jersey, has been re- 
printed in several other journals and deserves 
reading, marking, and learning. Inward 
digestion informs us that the writer believes 
that the well recognized efforts and costs of 
reputable manufacturers in producing a re- 
liable product justify the reward of acceptance 
of the name which the maker adopts and 
specification of it in prescribing. 

Surely no one can object to this thought, but 
there are other qualifications which might be 
considered. If the purpose of the brand name 
is to give new repute to an already reputable 
firm, or to a budding competitor, why not use 
the name of the drug (if it is not entirely too 
polysyllabic) and the name of the firm e.g. 
Boswell’s tetracycline, rather than Neoanti- 
bioticine or some such addition to the existing 
confusion. The physician knows his pharma- 
ceutical companies fairly well, and a familiar 
and respected name will be more acceptable 
to him than some new monstrosity of a term 
hatched in the promotion man’s brain. 

The use of brand names in prescription 
writing differs from their use in writing of 
scientific papers, for the prescription need be 
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understood only by the local pharmacist, 
whereas the paper may be read by many to 
whom the names are not intelligible. It would 
seem fair to all to explain at least once in the 
course of a paper that the brand name means 
such and such an accepted drug made by such 
and such a pharmaceutical company. Then 
everybody should be happy. 

The difficulty of understanding such names 
was recently emphasized during an attempt to 
read an English text in which the names of 
drugs were those in the British Pharmacopeia, 
with a number of proprietaries to boot. Per- 
haps there is a great field here for the World 
Health Organization to bring about some 
universal nomenclature such as Latin once 
afforded in the scientific world. 


STATE BOARD OF MEDICAL 
EXAMINERS 


In this issue is to be found a report of this 
Board in which recent activities are described. 
Among them are certain reasonable relaxations 
of what were heretofore rather stringent 
regulations concerning foreign physicians. The 
status of these physicians has been generally 
an unhappy one, and without prejudice to the 
rights and privileges of our own graduates, 
the Board has made what seems to be a wise 
provision for better opportunity for our foreign 
doctors. 4 

The Board has also engaged in disciplinary 
action in violations of the Medical Practice 
Act. Four licenses have been revoked, one was 
suspended, and two physicians were warned 
against further illegal activities. 

The Board performs a very important ser- 
vice to the profession and to the public. It is 
to be commended for its vigilance and its de- 
cisions. 


SCHOOL HEALTH COMMITTEE 
A SUPPLEMENTAL REPORT 

On March 12, 1958, a statewide committee of 
school health personnel, Health Department person- 
nel, and invited representatives from the state Board 
of Education and state P.T.A. met at the State Board 
of Health office building. 
The purpose of this statewide meeting was to urge 
local county medical societies to have working com- 
mittees in each individual county, and it was hoped 
that representatives from each local medical society 
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would be present. However, the attendance was rather 
less than anticipated. Those representatives of the 
medical societies who did attend appeared to be 
interested in the problems of school health. It was 
brought out during discussion that the larger cities 
with more heavily populated areas could probably 
carry out the objectives as listed in our original school 
health report, but it would be difficult or quite im- 
practical in the sparsely populated areas to have such 
a school health program. At the present time, in these 
less populated areas when a school health program 
does develop and operate, it is primarily a function 
of the local health officer and his department. Under 
such circumstances, it would seem inadvisable for 
counties with inadequate medical and school health 
personnel to discontinue these useful programs that 
have been started in past years as an effort to im- 
prove or develop local school health programs. On the 
other hand, the recommended program as outlined in 
our first school health report would seem to more 
nearly approach the needs of the more urban areas, 
and also eliminate the practice of the Health Depart- 
ment units performing work which ideally should be 
performed by private physicians. 

The Chairman of the School Health Committee has 
been requested by Dr. Brown of the State Board of 
Education to arrange for a symposium on “Athletics 
and Athletic Injuries” for the state High School 
Coaches Association, which will be held in Columbia 
August 8, 1958. A round table symposium has been 
arranged as requested. This symposium will be made 
up of Dr. Frank H. Stelling, orthopedist, Dr. Harry 
W. Mims, physical medicine specialist, and the Chair- 
man of the School Health Committee, pediatrician. 
It is hoped that this discussion will be a worthwhile 
project of our state School Health Committee. Officials 
of the High School Coaches Association are very much 
interested in such a program being initiated and 
possibly expanded in future years. Such a program 
could be integrated with the statewide meeting of 
high school coaches which is held in Columbia each 
summer. 

Respectfully submitted, 
Henry W. Moore, M. D., Chairman, 
School Health Committee 

The following persons represented State P.T.A. at 
the Meeting of the School Health Committee, of the 
Medical Association. 


Mrs. James H. Gressette Mrs. Edwin Scott, Jr. 


Orangeburg Columbia 

Mrs. Howard McClain Mrs. R. S. Bollinger 
Columbia Columbia 

Medical Representatives: 

Henry Moore, M. D. _----------------.~ Columbia 
Chairman, School Health Committee of $.C.M.A. 
Member School Health Committee 
W. E. Baldwin, M. Dy ....--..2-<-ene~ Abbeville 
County Health Officer 
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Due West 
Abbeville Medical Society 


Anderson 
Anderson Medical Society 

Leon Banov, M. D. and others ____-______ Charleston 
County Health Officer 

County Health Officer 

County Health Officer 

Eugene Yeargin, M. D. ---.------------ Greenville 
County Medical Society 

Lancaster 
County Medical Society 

Saluda 
County Medical Society 

Saluda 
County Health Officer 

Spartanburg 


County Medical Society 


STATE BOARD OF MEDICAL 
EXAMINERS 
At the annual meeting of the State Board of Medical 
Examiners of South Carolina, held in Columbia on 
June 24, 25, 1958, the following officers were elected 
for the coming year: 


Chairman ____--- G. R. Wilkinson, M. D., Greenville 
Vice-Chairman __.__-_-- W. R. Tuten, M. D., Fairfax 
Secretary-Treasurer H. E. Jervey, Jr., M. D., 

Columbia 
Executive Secretary ~~~ N. B. Heyward, Columbia 


Several policy changes regarding foreign physicians 
were passed and have been put into effect. 

(1) The Board will consider for internship and 
residency training in accredited hospitals those 
foreign physicians who are citizens of one of the 
countries of our English speaking allies, and are 
graduates of a qualified medical school located in 
that country, who have made a declaration of 
intent to become citizens of the USA and have 
successfully passed the Educational Council for 
Foreign Medical Graduates screening examination. 
These physicians will be considered on an individual 
basis and those found acceptable will be issued 
temporary permits on a yearly basis. 

(2) Physicians holding foreign diplomas who are 
board certified or board eligible in their specialty 
and who have received their specialty training in 
the USA will be considered on an individual basis 
to take the written state board examination. Upon 
successfully passing the examination a permanent 
license will be issued to those who are full citizens. 
Temporary permits will be issued on a yearly basis 
to those who have not received their final citizen- 
ship papers. Full citizenship is a strict requirement 
for a permanent license. 

(3) The Medical College of South Carolina is 
granted the privilege of accepting for post-graduate 
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training, subject to the approval of the State Board, 

any physician, whether citizen or not. These physi- 

cians will be issued temporary permits, only. It 
is understood that the facilities of the Educational 

Council for Foreign Medical Graduates will prob- 

ably be used for screening these applicants. 

The above changes have been arrived at after much 
study and discussion over a period of several years. 
The Board feels that South Carolina must assume its 
share of the responsibility toward foreign physicians; 
not only for the humanitarian aspects of medicine, but 
for the benefits that will be derived from them. We 
can no longer maintain a provincial outlook. With 
the influx of a few foreign physicians into our hospitals 
and the Medical College for training purposes, medi- 
cal influence of the college and the state will be 
spread to parts of the world where today none exists. 
Unless these physicians are able to study in our state 
they will never have any first hand knowledge of the 
progressive medical practice that exists here and the 
high class citizens that we possess. It is also felt that 
these physicians will bring in new ideas and methods 
which will undoubtedly stimulate our native sons to 
greater efforts and achievement. 

It is not felt that within the confines of the new 
policies that there will be a large number of appli- 
cants. However, those who do fulfill the requirements 
will be of the highest caliber and most desirable phy- 
sicians. With these changes there is to be no lowering 
of standards. The protection of the people of South 
Carolina and the maintenance of only the highest 
type medical care will be the primary concern of the 
Board. This action is to broaden the scope of medicine 
in South Carolina, not to lower the level. 

In conjunction with the regular meeting, hearings 
were conducted 8n violations of the Medical Practice 
Act of South Carolina. The licenses of four physicians 
were revoked, another was suspended and two other 
physicians were given warnings. 

The Federal Narcotic Agent who was present at the 
hearings requested that the Board urge all physicians 
to report to the Bureau of Narcotics any known or 
suspected violators of the Federal Narcotic Act. He 
pointed out that this information would be treated as 
confidential and would in no way necessarily impli- 
cate the physician who did the reporting. He was 
especially interested in knowing of transient drug 
addicts. These individuals-frequently commit crimes 
and if their whereabouts is know many crimes could 
be solved quite readily. The Board feels that this is 
a_ responsibility which all doctors should willingly 
accept for the protection of themselves and the citi- 
zens of the state. 


STATEMENT OF THE BOARD OF 
TRUSTEES OF THE AMERICAN HOSPITAL 
ASSOCIATION 


1. The American Hospital Association is convinced 
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that retired aged persons face a pressing problem in 
financing their hospital care. 

2. It believes that federal legislation wil! be neces- 
sary to solve the problem satisfactorily. It has, how- 
ever, serious misgivings with respect to the use of 
compulsory health insurance for financing hospital 
care even for the retired aged. 

3. It believes that all possible solutions must be 
vigorously explored, including methods by which the 
dangers inherent in the social security approach can 
be avoided. 

4. It believes that the use of social security to pro- 
vide the mechanism to assist in the solution of the 
problem of financing the hospital needs of the retired 
aged may be necessary ultimately. However, it be- 
lieves that every realistic effort should first be made 
to meet these needs promptly through other mechan- 
isms utilizing existing systems of voluntary prepay- 
ment. 

This is the formal position of the AHA at this time. 
Now the question comes down to where do we go 
from here? 

TRUSTEE 2:12 


NEWS. 


MEDICAL COLLEGE OF VIRGINIA 
HONORS DR. W. R. WALLACE 


On June 2 at a banquet in the John Marshall Hotel 
in Richmond, Virginia, Dr. W. R. Wallace and eleven 
other members of his graduating class of the Medical 
College of Virginia, were awarded their fifty year pins. 

According to the Times Dispatch, there were 350 
guests present at the occasion. 

Dr. Wallace, practicing in Chester since 1909, re- 
ceived his AB degree from Presbyterian College, 
Clinton, in 1903. He served as principal of Ellenton 
High School in Aiken County for two years and in 
1905 entered the Medical College of Virginia where 
he completed the four years course in three years. 
The doctor was graduated in 1908 and was appointed 
as intern in Memorial Hospital, Richmond, Va., as a 
member of the adjunct faculty in the Department of 
Physiology. 

From Memorial Hospital, Dr. Wallace transferred 
to Roper Hospital of Charleston and served during 
1908-1909. During a part of this service he was Chief 
of Staff of the Hospital. 

Locating in Chester in June of 1909, Dr. Wallace 
was associated for several eyars with the late Dr. Har- 
vey E. McConnell, whose practice at that time was 
the largest in Chester. Following Dr. McConnell’s 
death, his associate continued on in the same offices. 

In 1915 in association with Dr. McConnell, Dr. 
Abell and several others, Dr. Wallace helped to or- 
ganize the Chester Sanatorium which they operated 
for a number of years. The Sanatorium group also 
operated Pryor Hospital for approximately 30 years 
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before the construction of the new Chester County 
Hospital. 

During his fifty years of medical service, the good 
doctor has taken an active interest in many activities, 
including church, civic and public organizations. 

Recently at the meeting of the South Carolina Med- 
ical Association at Myrtle Beach on May 14, Dr. Wal- 
lace was presented a leather-bound citation in ap- 
preciation of his services as president during 1944-45 
of the Association. 

Again on May 23, he was awarded an embossed 
volume of poems “Golden Leaves” in recognition of 
36 years of unselfish service in the interest of public 
health. 

In addition to the above activities, this gentleman 
has served as president with the Tri-State Medical 
Association, past-President of Chester Rotary Club 
and is a trustee of Presbyterian College, Clinton. 

When interviewed by a News Reporter this week, 
Dr. W. R. says that the “first fifty years are said to be 
the hardest, but I hope the next fifty will be just as 
satisfactory and pleasant as the first.” 

Chester News 


Lloyd E. Varner, M. D., announces the opening of 
his office at 201 Cherry Street, North Charleston, for 
the practice of General Medicine. 


Sam G. Lowe, Jr., M. D. announces the association 
of W. B. Ardrey, III, M. D. Practice limited to pedi- 
atrics at 237 S. Charlotte Avenue, Rock Hill. 


& 
Jefferson M. Flowers, Jg, M. D., announces the 
opening of his office for the general practice of medi- 
cine at 4725 Rivers Avenue, North Charleston. 


RUBY GETS NEW DOCTOR 
Dr. W. W. Chiles, a native of Independence, Mo., 
has moved to Ruby and started the practice of medi- 
cine. He will have his offices in the Ruby Clinic. | 
He is a graduate of the University of Arkansas in 
the class of 1927. 


Dr. Russell Ramsey Mellette, a native of Orange- 
burg, has assumed his duties as director of The 
Charleston County Mental Health Clinic. 

He succeeds Dr. Joseph H. Marshall, associate pro- 
fessor of psychiatry at the Hospital, Medical College 
of South Carolina. Dr. Marshall has resumed a full 
teaching schedule there. 

Dr. Mellette was graduated in 1946 from Clemson 
College and from the Medical College of South Caro- 
lina in 1950. After an internship at Wayne County 
General Hospital at Eloise, Mich. he became director 
of Edgewood Sanitarium at Orangeburg. 

He served in the Navy as a psychiatrist in 1953-55 
and after that was with the Medical College here and 
was part-time psychiatrist with the Mental Health 
Clinic. Dr. Mellette joined the staff in July, 1956, of 
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the Neuro-Psychiatric Institute of University Hospital, 
Ann Arbor, Mich. He received training in child psy- 
chiatry there. 


RESOLUTION 
PASSED BY THE HOUSE OF 
DELEGATES, 
AMERICAN MEDICAL ASSOCIATION 
Introduced by Dr. Samuel J. McLendon 
Delegate, California Medical Association 
Subject: Voluntary Health Agencies 


WHEREAS, the objectives of the principal Voluntar: 
Health Agencies are laudable; and 

WHEREAS, these agencies have a_ distinguished 
record of contributions to the health and medical care 
of the American people; and 

WHEREAS, the House of Delegates in December 
1957 expressed commendation of such agencies and 
adopted “Suggested Guides to Relationships Between 
Medical Societies and Voluntary Health Agencies”; 
and 

WHEREAS, it is recognized that the continued 
effectiveness of these organizations in the fields of 
public education, professional education and research 
is dependent upon the retention of their independence 
and identity; now therefore be it 

RESOLVED: That the House of Delegates reiterates 
its commendation and approval of the principal 
Voluntary Health Agencies; and be it 

FURTHER RESOLVED: That it is the firm belief 
of the American Medical Association that these 
agencies should be free to conduct their own cam- 
paigns of fund raising amd public education and to 
direct programs of research in these particular spheres 
of interest; and be it 

FURTHER RESOLVED: That the House of Dele- 
gates respectfully request that the American Medical 
Research Foundation take no action which would 
endanger the constructive activities of the Voluntary 
Health Agencies; and be it 

FURTHER RESOLVED: That the Board of Trustees 
continue actively its study of these perplexing prob- 
lems looking forward to their ultimate solution. 


DEATHS 


DR. H. H. WYMAN, II 

On July 30, Dr. Harry Hastings Wyman, II, 83, 
practicing physician in Aiken County for 48 years 
until his retirement in 1950, died in Rock Hill follow- 
ing a long period of declining health. 

Born in the old Beaufort District of South Carolina, 
Dr. Wyman was a son of the late Dr. Harry Hastings 
Wyman and Martha Davis Wyman. At an early age he 
moved with his family to Aiken. 

A graduate of Davidson College and the Medical 
College of S. C., the latter in 1897, he followed his 


father and grandfather, who finished the medical 
college in 1875 and 1831, respectively. 

His grandfather, Dr. Joel W. Wyman, was a mem- 
ber of the first class graduated by the Medical College. 

Dr. Wyman first practiced in Ninety Six and in 
Georgetown until he came to Aiken in 1902. In the 
early days of his practice he was associated with his 
father as Dr. H. H. Wyman & Son. He was an early 
head of the old Aiken Tuberculosis Sanitarium, a 
founding physician of the Aiken County Hospital and 
for many years president of the S. C. Board of Medi- 
cal Examiners. His practice in Aiken was extensive 
and he was held in the highest esteem by both his 
patients and his fellow practitioners. 


DR. J. W. CHAPMAN 

Dr. Jefferson Watson Chapman, 54, practicing phy- 
sician in Walterboro, died July 7 after an illness of 
several months. 

Dr. Chapman was born in Columbia, son of Mrs. 
T. J. Chapman of Columbia and the late Thomas 
Jefferson Chapman of Edgefield County. 

Dr. Chapman graduated from Presbyterian College 
with an A.B. degree in 1924. He graduated from the 
Medical College of South Carolina in 1928 and took 
post graduate work in Belgium. He was a surgeon in 
charge at the Presbyterian hospital in Bulape, Belgian 
College from 1929 to 1939. He served as radiologist 
at Esdorn Memorial Hospital from 1939-45 and had 
been engaged in private practice since 1940. 

Dr. Chapman was a member of the advisory board 
of Selective Service during World War II. He was a 
former trustee of Walterboro public schools and of 
Presbyterian College. 

He was part owner of the Chapman Clinic and was 
elder in the Presbyterian church since 1929. 

He was a member of the Colleton County Medical 
Society, the Coastal Medical Society, S$. C. Medical 
Medical Association, Tri-State Medical Association, 
Southern Medical Association and the Association of 
American Physicians and Surgeons. 

King Leopold of Belgium presented him with the 
Order of the Lion in 1939. 

He was a member of the Lions Club, Phi Chi Medi- 
cal Fraternity and Boy Scouts of America. 

From 1924-34 he was a member of the Officers Re- 
serve Corps. 

Dr. Chapman served as councilor from District 1 of 
the South Carolina Medical Association for a number 
of years. 


DR. H. T. HALL 
Dr. Huger Tudor Hall, 50, Aiken physician, died 
July 25, 1958 after a long illness. 
A lifelong resident of Aiken, Dr. Hall was a son of 
the late Dr. Huger T. Hall and Mrs. Anna Aldrich 
Hall. He attended Aiken elementary schools, 
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Lawrenceville School for Boys and was graduated 
from Washington and Lee University and the Medical 
College of South Carolina. 

He had practiced medicine in Aiken since 1935. 


DR. L. L. RICHARDSON 

Dr. L. L. Richardson, 91-year-old physician and 
mayor of Simpsonville, died in a Greenville hospital, 
August 9. 

Dr. Richardson, long prominent in medical circles 
was in his 42nd year as mayor of his Greenville 
County town. 

He remained active until recent weeks and con- 
tinued to do a limited amount of medical practice. 
He had been in failing health several months. 


ANNOUNCEMENTS 


AMERICAN CANCER SOCIETY 
SCIENTIFIC SESSION PROGRAM 
Biltmore Hotel, New York 
October 20-21, 1958 
SYMPOSIUM ON CANCER OF THE COLON AND 

RECTUM 


In addition to the presentation of papers, the 
speakers will participate in a panel discussion as a 
part of each session. All sessions are open to doctors 


and medical students. 


Inquiries concerning this program should be ad- 
dressed to: 
Director, Professional Education 
American Cancer Society, Inc., 
521 West 57th Street, 
New York 19, New York 


THE SOUTH CAROLINA CHAPTER OF 
THE AMERICAN ACADEMY OF 
GENERAL PRACTICE AND THE 
COLUMBIA MEDICAL SOCIETY 

ANNOUNCE 


A POST-GRADUATE SEMINAR 
WITH ROUND-TABLE DISCUSSIONS 


THE COLUMBIA HOTEL 


Columbia, South Carolina 
Wednesday, September 17, 1958 


MorNING SESSION 


Moderator: Wm. S. Hall, M. D. 
10:00 A. Mi—Management of Pediatric Emergencies 
Carl C. Fischer, M. D., Philadelphia 
10:30 A. M@i—Management of Common Dermatologic 
Conditions 
Carroll F. Burgoon, Jr., M. D., Philadelphia 
11:15 A. M.—ENT Problems in General Practice 
O. E. Van Alyea, M. D., Chicago 


SEPTEMBER, 1958 


12:00—Luncheon for physicians and wives—Empire 
Room 
Chairman—Homer M. Eargle, M. D., President 
South Carolina Chapter of the American Academy of 
General Practice, Orangeburg, South Carolina 
Speaker—“The Generalist and the Specialist” 
John S. DeTar, M. D., Past-President 
American Academy of General Practice, Milan, Mich. 


AFTERNOON 
Round-Table Discussions 


MANAGEMENT OF PEDIATRIC 
EMERGENCIES 


Carl C. Fischer, M. D. 
2:00 P. M., 3:00 P. M., and 4:15 P. M. 
Moderator: J. R. Paul, M. D., Charleston 


MANAGEMENT OF COMMON DERMATOLOGIC 
CONDITIONS 


2:00 P. M., 3:00 P. M., and 4:15 P. M. 

Moderator: John Van De Erve, Jr., M. D., Charleston 
ENT PROBLEMS IN GENERAL PRACTICE 
O. E. Van Alyea, M. D. 

2:00 P. M., 3:00 P. M. and 4:15 P. M. 
Moderator: Richard W. Hanckel, Jr., M. D., 
Charieston 

5:30-6:30 P. M.—Reception—Empire Room 

Wives of physicians are welcome and encouraged to 
attend. 

No fee is required for attendance at scientific ses- 
sions, luncheon or reception. 

Six hours of Category I Study Credit will be 
awarded by the American Academy of General Prac- 
tice for attendance at this symposium. 


HUMAN CONVALESCENT SERA 
NEEDED 
The Laboratory Branch of the Communicable Dis- 

ease Center is in need of human convalescent sera 
containing antibodies against the following diseases. 
Minimum acceptable titers are listed after the dis- 
eases. 

Rickettsialpox CF — 1:64 

RMS F CF — 1:64 

O Fever CF — 1:64 

Typhus CF — 1:64 

Influenza CF Soluble Antigen — 1:128 

Psittacosis CF — 1:64 

Polio CF — 1:32; Neut. In. 1:128 

Mumps CF Soluble — 1:64; Viral — 1:64 

Leptospirosis CF — 1:128; Agg. 1:1000 

Histoplasmosis CF — 1:128 

Blastomycosis CF — 1:64 

Coccidioidomycosis CF — 1:128 

WEE CF — 1:32; Neut. In. 1000+ 

EEE CF — 1:32; Neut. In. 1000+ 

St. L. E CF — 1:32; Neut. In. 1000+ 

Herpes CF — 1:32 

Coxsackie — Neut. 1:64 

ECHO — Neut. 1:64 
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LCM CF — 1:32; Neut. In. 1000+ 
Adenovirus CF — 1:32; Neut. In. 1:64 
Brucella agg]. — 1:320 
Echinococcosis CF — 1:16 
Tularemia Aggl. — 1:320 
Trichinosis 
We supply a complete bleeding kit with full in- 
structions, and pay charges for shipping. We are per- 
mitted to pay $5.00 to the person who draws the 
blood and five cents per ml of whole blood to the 
donor. We like to get quantities of 500 ml if feasible. 
The blood should be allowed to clot and the serum 
separated before shipment to us. If proper precautions 
are taken, no refrigeration is necessary. Payment is 
made by Government voucher. 
‘John F. Winn, D.V.M., M.P.H. 
Chief, Diagnostic Reagents Section 
Laboratory Branch 
Communicable Disease Center 
P. O. Box 185 
Chamblee, Georgia 


TENNESSEE VALLEY MEDICAL 
ASSEMBLY 
(SPONSORED BY THE CHATTANOOGA 
AND HAMILTON COUNTY MEDICAL 
SOCIETY) 

READ HOUSE, CHATTANOOGA, 
TENNESSEE 
MONDAY, SEPTEMBER 29, AND 
TUESDAY, SEPTEMBER 30, 1958 


Nineteen well-known speakers will present the pro- 
gram. 

Heavy demand for hotel accommodations makes it 
imperative that physicians who plan to attend the 
Assembly write without delay for reservations to: 
Chattanooga Convention & Visitors Bureau, 819 Broad 
St., Chattanooga, Tennessee. 

Registration fee is $15, enclose with reservation re- 
quest and check payable to Tennessee Valley Medical 
Assembly. Early registration is urged and should be 
sent to: Chattanooga Convention & Visitors Bureau, 
819 Broad St., Chattanooga, Tenn. 

Program approved for postgraduate study, Category 
1, for members of American Academy of General 
Practice. 


On November 12, 13, 14 and 15, 1958 the Second 
Oklahoma Colloquy on Advances in Medicine will be 
devoted to Arthritis and Related Disorders. 

The program has been developed by the Depart- 
ment of Medicine and the Division of Postgraduate 
Medical Education of the University of Oklahoma 
Medical Center and is being sponsored by Geigy 
Pharmaceuticals, Wyeth Laboratories, the Upjohn 
Company, Pfizer Laboratories, Schering Corporation 
and the Oklahoma Chapter, Arthritis and Rheumatism 
Foundation. 


Eleven nationally prominent investigators will 
participate and present the results of original work 
and clinical experience. 

Registration will be open to all physicians. There 
will be a registration fee of $25.00. Members of the 
Armed Forces, interns and residents may attend with- 
out charge. Interns and residents must present a letter 
from the Chief of Staff of their hospital. Further in- 
formation may be obtained by writing the Office of 
Postgraduate Education, University of Oklahoma 
School of Medicine, 801 Northeast 13th Street, Okla- 
homa City, Oklahoma. 

Football fans everywhere will be interested in the 
Missouri-Oklahoma game held at Norman, Oklahoma 
on November 15th, the final day of the meeting. Nor- 
man is some 20 miles from the Medical Center where 
the program is being held. 

Irwin H. Brown, M. D. 


SOCIETY FOR CLINICAL AND 
EXPERIMENTAL HYPNOSIS 

The Society for Clinical and Experimental Hypno- 
sis, an International Scientific Society, comprised of 
physicians, dentists and psychologists engaged in the 
clinical use of hypnosis, will present an outstanding 
scientific program in Chicago at the Morrison Hotel, 
October 29-31, 1958. 

Immediately preceding the Annual Meeting of the 
Society for Clinical and Experimental Hypnosis, the 
Institute for Research in Hypnosis of the Long Island 
University Postgraduate School will present _ its 
Annual Workshop in Clinical Hypnosis, October 27-29, 
at the Morrison Hotel. 

For a copy of the program and more detailed in- 
formation, write to the Administrative Secretary, So- 
ciety for Clinical and Experimental Hypnosis, 750 
N. Michigan Avenue, Chicago 11, Illinois. 


SOUTHEASTERN SURGICAL CONGRESS 
1959 PRIZE SCIENTIFIC PAPER AWARD 

The Southeastern Surgical Congress announces its 
Annual Prize Scientific Paper Award for 1959. The 
best unpublished contribution on surgery or allied 
subjects will be awarded $100.00 and expenses for 
the author to attend its next Annual meeting in 
Miami Beach, Florida. The second place winner will 
receive $50.00 cash and the third place winner will 
receive $25.00 cash. 

The contest is open to residents in AMA approved 
residencies in the state of South Carolina. Three copies 
of the paper should be sent before December 1, 1958, 
to the Councilor of the state in which the resident is 
living. The Councilor’s name and address may be ob- 
tained by writing to the home office of the South- 
eastern Surgical Congress at 1032 Hurt Building. 
Atlanta 3, Georgia. 

The winner will present his paper before the Con- 
gress Assembly in Miami Beach, March 9-12, 1959. 
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Policy Regarding Hospital Benefits for 
X-Ray and Other Laboratory Diagnostic 
Examinations 


Diagnostic hospital admissions per se are granted 
only limited benefits under the Blue Cross contracts. 
When a subscriber is admitted by his doctor to hos- 
pital for treatment of a bona fide illness which in his 
doctor’s judgment requires hospital care, benefits are 
granted for diagnostic tests and procedures including 
laboratory tests and examination of tissue and x-ray 
examinations when such tests are related to either the 
admitting or the final diagnosis. If they are simply a 
part of a general diagnostic survey or a prophylactic 
health examination, they are not covered by the con- 
tract. 

An admitting diagnosis need not be necessarily a 
firm or true diagnosis. Rather, it may and of necessity, 
it must be frequently a statement, of a presenting 
symptom of such severity as of itself to warrant hos- 
pital treatment. 

When patients with chronic illnesses, apprehensions, 
and suspected diseases which of themselves do not 
require hospital treatment and which do not preclude 
examinations and treatment on an out-patient basis, 
are hospitalized for x-ray and other laboratory ex- 
aminations, they will receive diagnostic benefits only. 


Let’s Make It The Doctors’ Plan 


Dr. Norman A. Welch is chairman of the Blue 
Shield Commission. In an address before the Blue 
Shield Professional Relations Conference, he said 
some things that every physician and everyone con- 
nected with management and every other employee 
of Blue Shield should always bear in mind. 

He said: 


“Professional relations involve relationships between 
Blue Shield plans and the physicians upon which the 
plans at present are truly dependent for success.” 
Then he said that the essential foundations for assuring 
progressive refinement and development in Blue 
Shield coverage involve the relationships of the plan 
with its local physicians. The physician must at all 
times understand the reasons for every projected 
change in Blue Shield to assure that he understands 
the basis for the changes. He should be in a position 
to have the necessary viewpoint of the physician in 
practice if he is to assist in shaping the course of 
future developments of Blue Shield. 


The whole Blue Shield program is based on the 
concept that Blue Shield is the doctors’ plan of pro- 
moting the means of paying the costs of medical 
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treatment. Since it is the doctors’ plan, the doctors 
must not only understand and accept its philosophy 
of service, but they must assist in the mechanics of 
its application. 


Our plan in South Carolina gradually slipped away 
from recognition and application of the necessity of 
a cordial and mutually understanding relationship be- 
tween the plan and the doctors. There were several 
reasons for this. Members of the Board came to feel 
that the doctors generally were not particularly inter- 
ested in the plan, except as its schedule of allowances 
affected the individual physician and his practice. 
They came to feel that the doctors generally did not 
understand the basic philosophy of Blue Shield and 
that they made no distinction in their attitude toward 
and thinking of Blue Shield and commercial insurance 
companies. There came about a feeling of frustration 
in the educational efforts of the plan. 

Three years ago, a beginning was made in trying 
to draw the South Carolina Medical Care Plan and 
the South Carolina Medical Association closer to- 
gether. The Board of Directors of the plan requested 
a change in the by-laws, whereby the president of 
the State Association and the chairman of Council 
would be ex officio members of the Board. This 
change was approved. It came at a fortunate time. 
Dr. William Prioleau was president of the State Asso- 
ciation and Dr. Joseph Cain was chairman of Council. 
They both accepted their duties and obligations of 
Board membership seriously. This was a good begin- 
ning. 

Plan management then made a series of tragic 
blunders. Perhaps, management felt some frustra- 
tion because of what seemed to be either an antipathy 
or an animosty on the part of so many doctors towards 
Blue Shield. Be that as it may, the plan was faced 
with a financial emergency. Immediate drastic action 
seemed imperative. Such action was taken without 
consultation with the doctors and with incomplete or 
ambiguous explanation of announced changes. The 
reaction by the doctors was immediate and drastic. 
The Blue Shield Board and the Council, under the 
aggressive leadership of Dr. Cain, and management 
have worked energetically and continuously to undo 
the damage done by the precipitant action of manage- 
ment. Things seem to be running now on an even 
keel. Management has learned a lesson, as has the 
Board. Sustained interest in the workings of the plan 
has been aroused in the members of Council and in 
many doctors throughout the state. Relations with the 
doctors generally seem to be good at this time. A pro- 
fessional relations director has been employed by the 
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plan. The doctors of the state will be seeing a good 
deal of this very pleasant and understanding gentle- 
man. Perhaps, the cycle of doctor interest in Blue 
Shield will run the gamut from indifference, to hostil- 


ity, to tolerance, to pride. It will be a great day for 
South Carolina Blue Shield when there is a general 
pride of ownership of it among the doctors. 

J. Decherd Guess 


ONE HUNDRED AND TENTH ANNUAL SESSION 
OF THE SOUTH CAROLINA MEDICAL ASSOCIATION. 
HOUSE OF DELEGATES 


MYRTLE BEACH, S. C., MAY 13TH AND 14TH, 1958, OCEAN FOREST HOTEL 
Dr. D. Lesesne Smith, Presiding 


(Continued from August Issue) 


PRESIDENT SMITH: Now gentlemen, the President 
took the privilege of appointing another committee. 
You remember last year there was certain discussion 
in regard to medical care and the Medical College, 
in relation to the Medical Association. Great care was 
taken in the selection of the members of this com- 
mittee, and we selected one from each district in the 
State. I will read first what I wrote to the Committee. 
“This special committee is to study methods of com- 
munication between the State Medical Association 
and the Medical College. This committee was re- 
quested to make recommendations to the State Medi- 
cal Association as to whether a liaison committee is 
feasible and/or desirable and the type and member- 
ship of such a committee”. 
I mentioned to you that each district was represented. 
Chairman, Dr. Frank Owens; others, Dr. Henry 
Robertson, Dr. W. W. Edwards, Dr. Howard Stokes, 
Dr. A. B. Preacher, Dr. J. A. McQuown, Dr. John 
Brewer, Dr. C. R. F. Baker, Dr. Charles Hanna. I 
will ask for a report from Dr. Frank Owens. 
DR. OWENS: Your special Committee, appointed to 
study liaison between the State Medical Association 
and the Medical College, submit its report as follows: 
After careful study, your Committee recommends 
that no Liaison Committee be established between the 
South Carolina Medical Association and the Medical 
College of South Carolina at this time. 
This report was unanimously adopted at a meeting of 
the Committee, March 30, 1958. 

Frank C. Owens, M. D. 
PRESIDENT SMITH: Dr. Owens, will you stay up in 
front please? I would like to thank you for the work 
you did. This report will be referred to the Com- 
mittee on Miscellaneous Business. 
Now you are Chairman of the Advisory Committee on 
Selective Service. Do you have a report to make on 


that? 

DR. OWENS: Last year the Doctor’s Draft Act was 
done away with, but a good many doctors were still 
available for the draft, because of age, and therefore 
technically speaking they could be called up at any 
time under that draft. The policy in our selective 
service is to not call up any doctors, no_matter what 
age they are. If a quota goes to a county for 50 men 
say, the board is instructed not to include any doctors 
or dentists in that number. If there is going to be a 
call to doctors, the President will issue a special call 
for the selective service to call doctors under 26 years 
of age. None was called during the last fiscal year and 
none is expected to be called, or we have been 
assured there will be none called, and there are no 
indications that they are going to call any at any 
time soon, unless some emergency arises. 


PRESIDENT SMITH: Thank you very much Dr. 
Owens. This last report will be referred to the Com- 
mittee on Miscellaneous Business. 
PRESIDENT SMITH: We have one other special 
committee on Permanent Home for Medical Associa- 
tion, Dr. Joe Cain, Chairman. 
DR. CAIN: Dr. Mayer has the report. 
PRESIDENT SMITH: All right, Dr. Mayer. 
DR. MAYER: The Committee appointed by the 
Chairman of Council to study the advisability of the 
State Association having a permanent home(i.e. Head- 
quarters Building) is still in the process of study. We 
have exchanged ideas with each other. Dr. Guess has 
obtained data from Tennessee, Georgia, Mississippi, 
Virginia and Florida, five southern states that now 
have homes. 
Material furnished by the A.M.A. indicates eighteen 
states already have Bnd and a few others are in 
the planning stage. 
We believe the South Carolina Medical Association 
should start planning now for a future Permanent 
Headquarters Building. 
We believe the membership at large has not yet 
accepted the idea because the reasons and need for 
a home have not been adequately presented to them. 
Before definite plans and recommendations are made, 
additional information and facts should be presented 
to the membership. 
With this in mind, articles from Drs. Guess and 
Hanckel were prepared and appeared in the April 
issue of the Journal of The South Carolina Medical 
Association. 
It is recommended that a Study Committee be con- 
tinued and that the members be further acquainted 
with the needs for and benefits that will be derived 
from a Permanent Home so that plans may be made 
at a proper time. 
The members of the Committee are: 

Dr. J. Decherd Guess, Greenville 

Dr. Richard W. Hanckel, Charleston 

Dr. Kenneth G. Lawrence, Florence 

Dr. O. B. Mayer, Columbia 
PRESIDENT SMITH: Thank you very much sir. 
That will be referred to the Committee on Miscel- 
laneous Business also. 
Mr. Meadors has two reports, I think. 
MR. MEADORS: Mr. President, one of these matters 
consists of a letter received from Dr. M. Kershaw 
Walsh, Chairman of the Legislative Committee of the 
South Carolina Psychological Association. Dr. Walsh 
is a member of the Department of Psychology and 
Philosophy at the University in Columbia. This letter 
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was written in consequence of a conversation with 


me. 
Dear Mr. Meadors: 


This is in reference to our recent telephone conversa- 
tion concerning the proposal of the South Carolina 
Psychological Association to initiate legislation to 
certify psychologists in this state in accordance with 
the nation-wide trend. 

A general outline of the significant items of this pro- 
posed measure is enclosed on a separate sheet. 

In view of the fact that psychologists in this state 
have always worked in close relationship with the 
members of the medical profession and are mostly 
employed in state clinics and hospitals, we are 
sensitive to the interests of your association and de- 
sire to cooperate with you fully. We feel that the 
certification of psychologists will not only protect 
the public against unauthorized and improper psycho- 
logical service but also that the establishment of the 
proposed controls will be in the best interest of the 
medical profession, which has historically labored to 
protect the public from exploitation. 

It is not our intention to ask for the active support of 
your organization in the undertakings of our group. 
We are aware of the fact that you have problems of 
your own which might well exclude such open 
espousal. It is requested that you appoint a small 
committee, preferably centrally so which would 
be authorized to meet with our legislative committee 
and help us to anticipate and smooth out points 
which are likely to be sources of misunderstanding 
between the two professions. Your consideration in 
this matter will be appreciated. 


Cordially yours, 
M. Kershaw Walsh, Chairman 
Legislative Committee 
S. C. Psychological Association 


PRESIDENT SMITH: Mr. Meadors, this letter will 
be referred with its enclosure to the Committee on 
Legislation and Public Relations. 

MR. MEADORS: The other matter involves two sub- 
jects suggested in a letter from Dr. G. S. T. Peeples, 
the State Health Officer, and I will simply read the 
letter without further comment. 


Dear Mr. Meadors: 


Dr. William S. Hall, Superintendent of the State Hos- 
pital, and Dr. W. P. Beckman, Director of Mental 
Health, have discussed the need of an amendment to 
Section 32-671 of the 1952 Code of Laws of South 
Carolina, which has to do with the sexual sterilization 
of certain inmates of penal and charitable institutions. 
Before requesting the Legislature to enach such an 
amendment, it is the desire of these gentlemen and 
of the Executive Committee of the State Board of 
Health that the matter be brought to the attention of 
the House of Delegates for endorsement. 
The amendment under consideration would provide 
not only for the sterilization of patients in institutions 
who are mentally incapable of protecting themselves 
from unscrupulous individuals, to which the law is 
now limited, but would include cases who are seen 
in psychiatric clinics, and who have been diagnosed 
by either the out-patient clinics of the State Hospital, 
or by at least two reputable psychiatrists other than 
the Superintendent of the State Hospital. In any 
event, we feel that these cases should be reviewed by 
the Superintendent of the State Hospital before the 
resentation of them to the Executive Committee for 
final action. We do not feel that the public is pre- 
pared at this time to condone a law which would 
extend the power of sterilization to other than mental 
hospitals. This, of course, is an assumption, and is 
upon the feeling that the suspicious public 
might think that this is an entering wedge to have 
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promiscuous ssterilizations carried out through the 
gee hospitals of the State. 

e might add that it seems inconsistent under the 
present circumstances, where competent psychiatrists 
are available in the various sections of the State, and 
where mental health clinics are fairly well distributed 
throughout the State, that it would still be necessary 
for a patient to have to be admitted to the State Hos- 
pital for a period of ninety days to determine whether 
or not he needs sexual sterilization. This, to our way 
to thinking, is quite a waste of bed space, time, and 
money. 

We have no suitable bill drawn up for such an amend- 
ment. We merely wanted this adopted in principle; 
and then we will request your assistance in writing 
up a proposed amendment, along with the Attorney 
General, etc. 

Another item which we feel should have the endorse- 
ment of the House of Delegates is the enclosed 
Radiation Hygiene Act, S-405. In 1956 the South 
Carolina Legislature passed an act requiring the State 
Board of Health, the Highway Department, etc., to 
present to the 1957 legislative session any bills which 
they felt would be needed for the proper control of 
radiation in this State. The enclosed bill is simply a 
measure designating the State Board of Health as the 
official agency to deal with the Atomic Energy Com- 
mission, and further, to grant it powers to make rules 
and regulations for the permitting and control of 
radiation activities within the State. At the present 
time the Atomic Energy Commission does all of the 
licensing of reactors, etc., and does an excellent job 
of control until they are delivered to a State. After 
that the conduct of the operators and the safety of 
employees and of the general public becomes the re- 
s snsibility of some agency within the State. Upon 
the recommendation of the Southern Regional Educa- 
tion Board, the Governor made a study of this sub- 
ject, and recommended the State Tome | of Health as 
the official agency. 

The enclosed bill was passed by the Senate during 
the 1957 session of the Legislature, and is now in 
Committee in the House of Representatives. It will 
automatically die there at the end of this session. 
We shall appreciate your taking the steps necessary 
to have these two items presented to the House of 
Datageies during the annual meeting, and we shall 
be glad to appear before the reference committee to 
answer any questions on these subjects. 


Sincerely yours, 
G. S. T. Peeples, M. D., 
State Health cer 


PRESIDENT SMITH: This will be referred to the 
Committee on Public and Industrial Health. 
PRESIDENT SMITH: We will now have a report 
from the State Board of Medical Examiners. 

Report is read by Dr. Wilkinson. 

DR. WILKINSON: As matters now stand we have 
a comparatively small, compact, uniform State Asso- 
ciation, and we are not confronted with things that 
other states are confronted with. However, as the 
State grows, we will have no way of keeping up with 
pocuse we don’t know. Now we have some six 
undred people practicing elsewhere who have South 
Carolina licenses. These people might come back 
here at any time after crime or what not in other 
states, and we have no way of tracing them. This 
problem is increasing and I think within the next 
two or three years we will have to have some registra- 
tion law. But I believe that this law will have to come 
up with an amendment to the Practice Act, and will 
have to be enforced by an act of law rather than by 
an act of this body. But there is no reason to ask for 
any act of law on this matter until the doctors of 
this Association are sold on this proposition and feel 
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like they want it. The amount of money involved is 
very small, but there are a lot of people who object 
to even a very small amount of money each year for 
registration. But it is mandatory in 39 states now, 
and it is hardly possible to think we will be able to 
go along without some sort of arrangement to keep 
up with everyone who hasn’t a license. 
PRESIDENT SMITH: Thank you very much Dr. 
Wilkinson. Your report will be referred to the Com- 
mittee on Legislation and Public Relations. 
PRESIDENT SMITH: Next Committee report, of 
the Executive Committee of State Board of Health, 
Dr. Wallace. 
DR. WALLACE: No additional report. 
PRESIDENT SMITH: Any other committee reports? 
Dr. Wilson. 

DR. WILSON: Council this morning directed that 
this be called to the attention of the House of Dele- 
gates and referred to the proper Reference Com- 
mittee for recommendations. 

It is a digest of a Uniform Hazardous Substances Act. 
(The Digest is read by Dr. Wilson.) There is at- 
tached a copy of a suggested and proposed uniform 
act, and it is asked that it be referred to the Com- 
mittee on Legislation. 

PRESIDENT SMITH: That will be done. 
PRESIDENT SMITH: We have the committees lined 
up and I will ask Mr. Meadors to read out where they 
will meet. 

MR. MEADORS: The committees and the meeting 
laces are listed on this blackboard but I don’t be- 
ieve you can see it, so I will read them. (The con- 
tents of the blackboard are read by Mr. Meadors). 
PRESIDENT SMITH: Any other business? 

DR. BAXTER: Mr. President, as a delegate from the 
Georgetown County Medical Society, I have been 
requested to make the following recommendation. 

At a regular meeting of the Georgetown County 
Medical Society the following resolution was passed 
by majority vote: 

Be it resolved, that the Georgetown County Medical 
Society present to the next annual meeting of the 
South Carolina Medical Association a resolution that 
a standing committee of the State Medical Associa- 
tion be established for the purpose of maintaining 
liaison with the South Carolina Medical College, and 
the South Carolina Medical College Hospital. 
That the function of this committee will be to main- 
tain proper and harmonious relations between the 
ractitioners of medicine in the State of South Caro- 
ina and the community hospitals with which thev 
are concerned, and the Medical College Hospital of 
South Carolina, Charleston, South Carolina. 
O. D. Baxter, President 

PRESIDENT SMITH: That will be referred to the 
Committee on Miscellaneous Business. Any other un- 
finished business? 

DR. PRIOLEAU: Mr. President, I wish to offer a 
resolution. 
WHEREAS the Medical College of South Carolina 
is increasingly engaging in the practice of medicine 
at the various economic levels through its associated 
hospital and faculty members, BE IT RESOLVED 
that the South Carolina Medical Association propose 
to the Medical College of South Carolina the estab- 
lishment of a liaison committee to promote closer co- 
operation between the Medical College Hospital and 
its staff and the general medical profession and the 
community hospitals in the state. 

Wm. H. Prioleau 
May 13, 1958 


PRESIDENT SMITH: Thank you sir. This will be 
referred to the Committee on Miscellaneous Business. 
Any other unfinished business? Any new business? 
Gentlemen, following this meeting we have a meet- 
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ing, Annual meeting of the Corporation of the South 
Carolina Medical Care Plan. If it is your pleasure we 
will take about seven minutes recess and come back. 
ANNUAL MEETING OF THE SOUTH CAROLINA 
MEDICAL CARE PLAN. 

DR. GEORGE DEAN JOHNSON, PRESIDING. 
PRESIDENT JOHNSON: Gentlemen, I think we 
had better get started. I now declare the Corporation 
of South Carolina Medical Care Plan in session. The 
minutes of the last meeting have been circulated in 
The Journal and if I hear no motion to the contrary 
that we read them, we will dispense with the reading 
of them. Hearing none I declare the minutes as cir- 
culated approved. 

The first report will be that of the President. (The 
report of the President is read by Dr. Johnson). 


REPORT OF THE PRESIDENT OF BLUE SHIELD 
TO THE HOUSE OF DELEGATES 


Your Blue Shield Plan has taken important steps this 
year in following some of the suggestions of the doc- 
tors in the state. The first get-together was a group 
that met in Columbia in July 1957 to air complaints 
as well as to hear the side of the administration. It 
was a worthwhile meeting in that the executive 
director had a chance to hear the more important 
complaints as well as answer reasonable questions by 
physicians. Each member of the council was asked 
to name five doctors in his district to attend. We 
were glad to have at that meeting Mr. Castalucci, the 
national executive director. His suggestions and com- 
ments were valuable and well received. 

The Council was instructed last May to meet with the 
Blue Shield Directors and report back to the profes- 
sion in the state. This meeting was held in September 
in Columbia and was also very valuable not only to 
Council but also to the directors of Blue Shield. Then 
each county or district medical society was asked to 
have a called meeting and in large part this was 
done. The meeting was for the purpose of explaining 
the recommendations which Council with Blue Shield 
had drawn up. All but three societies in the state 
endorsed the recommendations and the Blue Shield 
Plan began the implementation of the recommenda- 
tions. These recommendations have been circulated 
to every physician in the state in September as well 
as in April. It is unnecessary to repeat them here. 
Again in February Dr. Lesesne Smith asked me as 
President of Blue Shield to be on the program at a 
meeting of the officers of the county societies in Col- 
umbia. I appreciate the opportunity and I believe a 
good many present had a much better understanding 
of the purposes and aims of the Plan. At that meeting 
one physician suggested that each county or district 
society have a member on a committee to represent 
Blue Shield in that area. We think that is an excel- 
lent plan and hope to put it into effect. We will con- 
tinue to work through and with the help of Council. 
In all these meetings, in all discussions, we have been 
struck by the fact that most criticism arises from mis- 
understanding of sometimes the purpose of the plan 
and more often the details of the operation of the 
plan. When an explanation is given usually the doc- 
tor agrees. 

The administration has had its difficulties too. People 
who work in headquarters are human like you and 
me and are subject to an honest mistake just as you 
and I and our office force are. The mistakes are un- 
intentional and embarrassing. The main office was 
moved to Columbia last August with an almost un- 
believably small amount of interruption of operations. 
Every effort is being made in the office to facilitate 
payment of claims and especially answer to physi- 
cians questions and complaints. We beg you to let 
us know your complaints and also to be reasonable 
when an honest error or delay has been made. The 
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Executive Director has taken one of our most effective 
salesman off the sales force and put him in the posi- 
tion of physicians’ relations. This announcement was 
made the last of April. He will be calling on you. 
Please receive him, because he represents the doc- 
a your, Blue Shield Plan. His name is Bob Thom- 


in. 
I would like to pay tribute to our Board of Directors. 
Its members work without compensation at consider- 
able sacrifice of time and effort. This is especially 
true of our lay members who really should not have 
anything like the interest that you and I as physicians 
should have. Lesesne Smith and Joe Cain and Coun- 
cil have been very helpful and completely coopera- 
tive. Without their help and suggestions our plan 
would have operated less effectively. 
Especially do I thank and publicly praise Mr. San- 
dow, Mr. Starin, Mr. Dick and other members of their 
staff for the monumental work they have ac- 
complished. Under Mr. Sandow’s able direction order 
has — brought out of chaos. It would have been 
infinitely easier to start new from scratch than it has 
been for them to undo, reorganize, and develope a 
brand new operation. Your plan now is in a_ position 
to be of greater service to the people and to the 
hysicians than ever before. Mr. Sandow is not satis- 
ed or smug by any means but he has a right to feel 
proud of his staff and we are proud also. We seek the 
understanding and cooperation of the physicians of 
our state. Without the wholehearted backing of the 
medical profession no Blue Shield Plan can achieve 
its highest purpose. On behalf of the Board of 
Directors and the staff of the office we urge you to 
continue your support and allow the plan to fulfill its 
purpose. 
PRESIDENT JOHNSON: We will next hear from the 
Executive Director, Mr. Sandow. (The report of Mr. 
Sandow is read and appears in this Journal) 
PRESIDENT JOHNSON: Thank you, Mr. Sandow, 
for that thought-provoking talk. 
The outcome of the Blue Shield and Blue Cross in 
this State devolves eventually on you and me as 
physicians. We can’t control all of the illnesses but 
we can control to some extent some of the admissions 
and I am sure you will agree with me that in a great 
many instances our patients might be discharged 
from the hospitals sooner. How well we conscienticus- 
ly follow those simple rules, will determine how well 
Blue Cross and Blue Shield operate in this State. 
There is no old business. Is there any new business 
to come before the delegates? 
DR. PRIOLEAU: Mr. President. I have been in 
Chicago at a Blue Cross and Blue Shield meeting, 
and I thought it might be worth while to give a few 
of the thoughts which were particularly emphasized, 
and about which I think we should try to help. 
There is no question about the fact that when Blue 
Shield started it started to take care of the low in- 
come group. Now, Blue Shield, Blue Cross, has to be 
looked upon as a tremendous social move now. It is 
going ahead and it is going to have to follow the 
trends of the times. It has got to take into considera- 
tion that the six and seven thousand dollar income 
group are just as hard put to it to pay their bills as 
the lower income group, from this standpoint, that 
they are not going to a able to pay you, and the 
only way that group is going to be able to pay is the 
prepayment plan, and we have got to realize that and 
oe our fees in accordance. 
Now one thing that has impressed me is the im- 
portance of patient participation. It has been shown 
in too many instances that that is about the only wav 
to control over-use, over-utilization, if you may call 
it that. -I hear the discussion, let the patient pay 
twenty percent of the first dollar and Blue Shield pay 
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the last eighty. That cuts.down things a great deal. 
As it is now, the patient says, we don’t pay for the 
first three days, then we will stay three days longer 
and make up for the three days which Blue Shield 
doesn’t pay for. Now the other factor we have to 
realize, every doctor can’t share in Blue Shield. There 
are certain fields that can’t do it, and the patient 
should be insured according to what protection they 
need. Now the average patient doesn’t need $5.00 
for opening a boil or something of that nature, and 
that is tremendously expensive insurance. And of 
course if there is a lot of that $5.00 trade, it means 
that when they do have a baby or something else, 
the fee has to be proportionately reduced. 

One point more. The comparison is often made with 
commercial insurance, and Blue Shield. Well, it can- 
not be really compared. Most of us own a little stock 
in commercial insurance, and we have commercial 
insurance, and if you belong to this Association you 
get preferred risk. Now Blue Shield cannot limit 
itself to good risks, and that is one reason why it 
cannot be compared with the commercial insurers. 
The physicians have to take their part in the social 
movement and help to keep the practice of medicine 
on a private basis, and the. only way they can do 
that is to take care of the poor risks as well as the 
good risks. 

PRESIDENT JOHNSON: Thank you Dr. Prioleau. 
Dr. Prioleau was sent by our Blue Shield directors to 
the National Association meeting. We try to make it 
a point to send a different doctor every year from 
the Board, in order that more men will get a better 
idea of Blue Shield and Blue Cross. And judging by 
the remarks he has made I would certainly say that 
his trip has borne fruit. 

Any other new busines to come up? 

According to the laws that set up this organization, 
nominations for members to the Board are made by 
the Council, and I will ask Dr. Joe Cain as Chairman 
of the Council to make those nominations. 

DR. CAIN: Mr. President, and members of the cor- 
poration, the following have been nominated by 
Council to fill the places on the Board of Directors 
for the next three years. As your President just told 
you, the nominations to this Board of Directors are 
made by Council, which means that you cannot 
nominate anyone from the floor. However, if you do 
not wish to elect any of these nominees you can fail 
to elect them and additional nominations will be made 
by Council. The nominees are Dr. A. C. Bozard, Dr. 
George Dean Johnson, Dr. Charles J. Lemon, Jr., Mr. 
S. T. Nisbet, Dr. Graham Segars, Mr. Thomas C. 
Vandiver. 

PRESIDENT JOHNSON: Gentlemen, you have heard 
the nominations. Do you wish to vote individually or 
collectively? 

The motion is made to vote all together and carried. 
PRESIDENT JOHNSON: All in favor of the slate as 
proposed by Dr. Cain please say aye. The motion is 


carried. 
Anything else to come before the meeting? If not 
the meeting is adjourned. 


MAY Il4th, 1958 
The meeting is called to order by President Smith at 
nine o'clock, A. M., May 14th, 1958. 
——-" SMITH: Gentlemen, please come to 
order. 
Is there any report from the Credentials Committee? 
DR. MAYER: Mr. President, a quorum is present. 
PRESIDENT SMITH: Gentlemen, the first order of 
business is the report of the Reference Committees. 
As you know these committees were appointed to 
give full discussion to the various subjects so that it 
would not have to take hasty action, and there would 
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be some consideration before they came before this 
House. Now there are a number of subjects that the 
various Reference Committees dealt with and con- 
sidered last night, and we will ask the Chairmen to 
present each subject separately and pause so that that 
subject may be settled before we go to the next mat- 
ter. Now these reports are subject to discussion. As 
you know, we can make a substitute motion, you can 
approve or disapprove. This is the official body of the 
organization and your decision is final. I will do my 
best to preside over this meeting in a parliamentary 
way and try to expedite things. 

The first Reference Committee report is the report of 
Dr. Robertson, Committee on Reports of Council and 


Officers. 

DR. ROBERTSON: Mr. President and House of Dele- 
gates, if I may, I think it would expedite matters to 
read the complete report, unless there is some ob- 
jection I will do so. 


REPORT OF THE 
REFERENCE COMMITTEE ON REPORTS 
OF COUNCIL AND OFFICERS 


Report of the President: The President is to be com- 
mended for his tireless activity in behalf of the Asso- 
ciation throughout the year. His enthusiasm and _ his 
leadership have given the Association a most success- 
ful year. 

The Committee recommends the adoption of his re- 
port. 

Report of the Secretary: The Secretary has com- 
pleted another year of faithful service and to him the 
Committee would like to extend the gratitude of the 
Association. His work concerning the placement of 
physicians in communities where needed deserves 
particular mention. The Committee would urge the 
cooperation of all members of the Association in help- 
ing him place young physicians where they are needed 
the most. 

Your Committee recommends the adoption of this re- 


port. 
Report of the Treasurer: The Committee has re- 
ceived the report of the Treasurer and notes with 
pleasure the surplus of income over expenditures. 
The Committee wishes to again thank the Treasurer 
for a job well done and recommends the adoption of 
his report. 
Report of the Editor: The pungent and timely report 
of the erudite Editor was received with great satis- 
faction. The Committee would like to call the at- 
tention of the House to the constant improvement in 
the standards of the Journal under his editorship. We 
recommend the support of the Association in all 
phases of his problems. 
The Committee would like to take this opportunity to 
extend the gratitude of the Association for his work 
and recommend the adoption of his report. 

Respectfully submitted, 

Henry C. Robertson, Chairman 

Charles N. Wyatt 

R. L. Sanders 

William T. Hendrix 

James C. Warren 
PRESIDENT SMITH: Thank you Dr. Robinson. Is 
there any objection? If not we will accept the report 
as read. 
The next report is Legislation and Public Relations, 
Dr. Frank Owens. 
DR. OWENS: Mr. President and Gentlemen, the re- 
port of your Reference Committee on Legislation 
and Public Relations. Certification of Psychologists; we 
recommend the President appoint a committee to 
meet with the Legislative Committee of the South 
Carolina Psychological Association to study proposed 
legislation concerning the certification of psychologists 
and to make recommendations to Council on any pro- 
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‘nee legislation concerning this matter. This was 
rought up at the request of Dr. Wallace. I move the 
adoption of that recommendation. 
PRESIDENT SMITH: Is there a second? The motion 
is seconded. Any discussion? If not everyone in favor 
of the motion signify by saying aye. The motion is 
carried. 
DR. OWENS: On the Sumter-Clarendon County 
recommendation on the establishment of a committee 
to investigate the desirability of instructing legal 
counsel to endeavor to get the South Carolina 
Legislature to establish a basic science law, we 
recommend that the President establish such a com- 
mittee or refer the matter to the appropriate standing 
committee. I move the adoption of that recommenda- 
tion. 
PRESIDENT SMITH: Is there a second? The motion 
is seconded. Any discussion? 
DR. EADDY: Might I ask him to read that once more 
please? 
The recommendation is re-read. 
PRESIDENT SMITH: Any further discussion? If not 
all in favor signify by saying aye. The motion is 
carried. 
DR. OWENS: On the Anderson County request that 
necessary steps be taken to present to the Legislature 
legislation for the purpose of instituting the medical 
examiner system patterned after that in effect in 
Virginia to replace the present coroner system through- 
out the State, we recommend that the matter be re- 
ferred to the Committee on Coroner Medical Ex- 
aminers for a study on a state-wide basis with the 
request that a code of laws be compiled outlining the 
activities of the Coroner’s office and that this com- 
mittee make a recommendation on their findings to 
Council. I think this is a rather involved proposition, 
involving not only the coroner’s office, but different 
roblems in different sections of the State. It was 
rought out that the duties of the coroners are not 
clearly outlined under the present law and the 
thought behind this is that this committee would study 
the proposition and make recommendations as to 
any activities that the coroner’s office should have. 
We recommend the adoption of that recommendation, 
and I so move. 
PRESIDENT SMITH: The motion has _ been 
seconded. Any discussion? If not all in favor say aye. 
The motion is carried. 
DR. OWENS: On the portion of Dr. Cain’s report to 
our Committee, we feel that no action is necessary 
and we therefore recommend that it be accepted as 
information. We would also like to take cognizance 
of Dr. Cain’s commendation of Dr. Charles Wyatt's 
work on Civil Defense and add our endorsement to 
this. We also recommend continued vigilance on the 
art of Council, our Legislative Committee and our 
legal counsel. 
By that last paragraph we mean that the naturopath 
and the optometrist bills are not dead, although they 
are quiet at present, and we feel that continued vigi- 
lance is necessary to protect the rights of the medical 
rofession and the people in those respects, I would 
ike to move the adoption of that recommendation. 
The motion is seconded. 
PRESIDENT SMITH: All in favor of the motion say 
aye. 
The motion is carried. 
DR. OWENS: On the matter of a proposed Uniform 
Hazardous Substances Act, we feel that study of this 
and existing and proposed laws and Board of Health 
regulations are advisable before action can be taken. 
We therefore recommend that the matter be referred 
to the State Board of Health for its recommendations 
to Council. I recommend, or move the adoption of 
that recommendation. 


PRESIDENT SMITH: The motion is seconded. Is 
there any discussion? If not, all in favor signify by 
saying aye. The motion is carried. 

DR. OWENS: The report of the Committee on Pub- 
lic Health makes no recommendation. We therefore 
recommend the acceptance of the report as informa- 
tion. 

PRESIDENT SMITH: The motion is seconded, All 
in favor signify by saying aye. The motion is carried. 
DR. OWENS: On the recommendation of the Board 
of Medical Examiners, that there be an annual or 
semi-annual registration of all medical doctors, we 
recommend that the matter be referred to our legal 
counsel for a study of necessary legislation involved, 
and that he report to Council and that Council be 
requested to take such action as they see fit on the 
matter. I move the adoption of that recommendation. 
PRESIDENT SMITH: The motion is seconded. All 
in favor say aye. The motion is carried. 

DR. OWENS: Report of the Committee on Legisla- 
tion and Public Relations, makes no recommendation 
and we therefore recommend that the Committee’s 
report be received as information. 

PRESIDENT SMITH: All in favor say ave? The 
recommendation is adopted. 

The next Committee report is Public and Industrial 
Health, Dr. W. W. Edwards. 

DR. EDWARDS: Mr. President, this report of the 
Reference Committee on Public and Industrial Health 
approves in principle of the resolution as presented 
by the Columbia Medical Society regarding nursing, 
and so forth. (The report is read). Your committee 
moves the adoption of this resolution. 

PRESIDENT SMITH: Gentlemen, you have heard 
the recommendation. The motion is seconded. All in 
favor say aye. The motion is carried. 

DR. JOE CAIN: Gentlemen, I rise to discuss this 
particular motion, because I want to give you Coun- 
cil’s viewpoint on it, as was discussed yesterday, and 
this was not presented yesterday for your informa- 
tion. The Reference Committee got this letter cold 
and more or less by mistake, and we feel that such 
a recommendation that they have brought in is a 


little premature. When we went into this problem of 
nursing service to be rendered by the Duke Hospital, 
Duke Foundation, we found out that it was a service 
to be given by Duke Foundation, since they find they 
have surplus funds. And there seems to be some 
vague misunderstanding as to just how this was to 
be implemented. It first came to our attention by 
request of the schools of nursing of the Columbia 
Hospital and Spartanburg General Hospital, who told 
us their program was being held up because the South 
Carolina Medical Association had not approved this. 
And they told us it had to be a three-way approval, 
hospital association and nurses and medical associa- 
tion. Dr. Smith wrote to the Duke Foundation and 
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after an exchange of correspondence he got exactly 
nowhere and he got no recommendations as to 
whether or not the South Carolina Medical Associa- 
tion has to approve this or not. So in view of the 
fact that there seemed to be a misunderstanding and 
that we did not wish to get involved in any way with 
the program of the State Nurses Association, which- 
ever one happens to be handling this—as you know 
there are two associations—Council made the recom- 
mendation that we would ask the House of Delegates 
to allow us to communicate with the Duke Founda- 
tion to get the facts in the case, and if it were neces- 
sary that any action on this be taken before next 
May when we have another House of Delegates meet- 
ing, that Council be given authority to act in the 
meanwhile. Otherwise we will bring the information 
back to the House of Delegates next year. Now it 
might be necessary, if it turns out to be a good thing, 
that we give our approval to expedite these services. 
And I would like to make a substitute motion that 
this recommendation of Council prevail rather than 
that report of the Committee. 

The motion is seconded by Dr. White and Dr. Eaddy. 
PRESIDENT SMITH: You have heard the substitute 
motion, which is voted on first. Those in favor signify 
by saying aye. The substitute motion is carried. 

The next recommendation. 

DR. EDWARDS: Item 2, approval of the resolution 
from Columbia Medical Society regarding the im- 
munization programs of the Health Department. It is 
recommended that a copy of this resolution, together 
with the approval thereof be forwarded to the South 
Carolina State Board of Health and to all secretaries 
of the component county medical societies. I can 
read that communication if you wish. 

PRESIDENT SMITH: Gentlemen, you have heard 
the motion. Do you wish further information, or is 
there a second to the motion? The motion is seconded. 
Any discussion? All in favor say aye. The motion is 
carried. 

DR. EDWARDS: Item 3, Approval of the report as 
published in The Journal of the Committee on Infant 
and Child Health is recommended. It is the opinion 
of this committee that membership on this committee 
be changed little if at all in the ensuing year. It is 
further recommended that the existing appropriation 
for this work be continued. I move the adoption of 
this resolution. 

PRESIDENT SMITH: The motion is seconded. If 
there is no discussion it is carried. 

DR. EDWARDS: Item 4. The Reference Committee 
recommends approval of the report of the Committee 
on Industrial Medicine and Health as published in 
The Journal. It is the information of this Reference 
Committee that Item 1, regarding loss of visual 
acuity was approved by the South Carolina Society 
of Ophthalmology and Otolaryngology at its last 
meeting in 1957. Approval of this matter by this 
House of Delegates is recommended. I move the 
adoption of this recommendation. 

PRESIDENT SMITH: The motion is seconded. If 
there is no discussion all in favor say aye. The motion 
is carried. 

DR. EDWARDS: It has come to the attention of 
this Reference Committee that many physicians of 
this Association who are engaged in compensation 
medicine have voiced certain dissatisfaction with the 
existing Workmen’s Compensation Act and the ad- 
ministration thereof. The allegations react to the 
detriment of present and prospective industrial ex- 
pansion in the State of South Carolina. Therefore. 
it is recommended that the South Carolina Medical 
Association through its House of Delegates, petition 
the Governor of South Carolina to appoint a com- 
mittee to review the existing Workmen's Compensa- 
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tion Act and its implementations. It is further recom- 
mended that such committee include two physicians 
to be recommended by the President of the South 
Carolina Medical Association; representatives from 
the legal profession, to be recommended by the 
State Bar Association; and representative from in- 
dustrial groups. I so move. 

PRESIDENT SMITH: The motion is seconded. If 
there is no discussion, all in favor say aye. The 
motion is carried. 

DR. EDWARDS: This Reference Committee recom- 
mends the approval of the following reports as pub- 
lished in The Journal: 

The report of the Executive Committee of the South 
Carolina State Board of Health. 

The report of the Committee on Maternal Health. 
The report of the School Health Committee. 

The report of the Committee on Rural Health. 

The report of the Advisory Committee to The Crip- 
pled Children Society of South Carolina. 

The report of the Committee on Care of the Indigent. 
The report of the Committee on Public Health. 
PRESIDENT SMITH: The motion is seconded. If 
there is no discussion all in favor say aye. The motion 
is carried. 

DR. EDWARDS: Item 7, The Reference Committee 
recommends approval of the Report of The Cancer 
Commission as submitted to the House of Delegates. 


REPORT OF CANCER COMMISSION 
Members of this Committee, the Section of Cancer 
Control of the State Board of Health and the State 
Cancer Society appeared on several occasions before 
special Legislative Committees in support of a State 
Cancer Nursing Home for terminal cancer patients. 
The state has been better organized for carrying on 
a worth-while public education program relative to 
cancer. The membership of the Professional Educa- 
tion Committee of the State Cancer Society has been 
extended to include members of the dental, nursing 
and pharmaceutical Associations. Professional cancer 
education has been especially geared to reach the 
latter three groups. 

It is a pleasure to report that nine of the eleven State- 
Aid Cancer Clinics have full approval of the American 
College of Surgeons. All eleven State-Aid Cancer 
Clinics have a properly functioning cancer registry 
which records every patient, private and public, in- 
patient and out-patient, upon whom the diagnosis cf 
cancer is established. According to these cancer 
registries approximately 3800 new cases of cancer were 
diagnosed and treated during 1957. A concentrated 
attempt is being made to follow-up all known cancer 
patients in this state. In order to accomplish this it is 
necessary for the private physicians to keep the 
registries informed on the progress of their patients. 
Such data is imperative in determining incidence, 
prevalence and 5 year cure rates. Your cooperation 
with the cancer registries is earnestly solicited. 

Percy D. Hay, Jr., M. D. 

Chairman 


PRESIDENT SMITH: The motion is seconded. If 
there is no objection the motion will be accepted. 

DR. EDWARDS: Item 8, The communication from 
the State Health Officer regarding sterilization of 
mental patients, not necessarily admitted to the State 
Hos ital, and also, the control of radiation hygiene 
in the State, was reviewed. Your committee recom- 
mends indorsement in principle of both proposals as 
presented. 

PRESIDENT SMITH: The motion is seconded. If 
there is no discussion, all in favor say aye. The moticn 
is carried. 

The next Committee to report is the Credentials Com- 
mittee. There is no report. 


Next, Insurance, Blue Cross and Blue Shield, Dr. 
Edward Parker, Chairman. 
DR. GEORGE DEAN JOHNSON: Mr. President, Dr. 
Parker was supposed to have the report, I have not 
seen it since last night. He is probably still scratching 
his head over how to answer some of the problems. 
PRESIDENT SMITH: When he comes in let me 
know. 
The next Committee is Miscellaneous Business, Dr. 
Ben N. Miller, Chairman. 
DR. MILLER: Your Reference Committee on Miscel- 
laneous Business, Mr. President, reviewing the reports 
from The Journal; the first report is Dr. Cain’s report 
of the Advisory Committee. (Council) Your Refer- 
ence Committee would like to recommend acceptance 
of this report and so move. 
PRESIDENT SMITH: The motion is seconded. If 
there is no discussion, all in favor say aye. The motion 
is carried. 
DR. MILLER: The second is the Committee of 
American Medical Association Education Funds, Dr. 
Stokes gave a very able presentation yesterday which 
is recorded in The Journal, and your Committee 
recommends this be accepted. 
PRESIDENT SMITH: If there is no objection, it is 
so ordered. 
DR. MILLER: Number 3, Committee for Liaison, Dr. 
John B. Pratt, recording his report in The Journal, it 
has been reviewed and your Committee recommends 
its acceptance. 
PRESIDENT SMITH: If there is no objection, it is 
so ordered. 
DR. MILLER: Our able Editor of The Journal, Dr. 
Waring, reports on Committee of Historical Medicine. 
He says he has $2250.00, and we move that he 
accepted. 
PRESIDENT SMITH: If there is no objection, it is 
so ordered. 
DR. MILLER: We had in our Reference Committee, 
Committee on Coroners-Medical Examiners, which 
apparently has been a little overlapped, and we 
acted on this report as recorded by Dr. H. R. Pratt- 
Thomas, and your committee would like to make a 
further recommendation as to that. It is the feeling of 
the Reference Committee that a concerted effort, 
through Council, should be made to promote legisla- 
tion to set up a medical examiners-coroners type of 
system at an early date. 
PRESIDENT SMITH: The motion is seconded. If 
there is no discussion all in favor say aye. The motion 
is carried. 
DR. MILLER: Number 7, report of the secretary, 
he gave a very fine report and we would like to 
move to accept this as recorded. 
PRESIDENT SMITH: If there is no objection, it is 
so ordered. 
DR. MILLER: The report of the Executive Secretary 
and Counsel as presented by Mr. Meadors, yesterday, 
gives a detailed report with reference to activities in 
that area, there is nothing to be acted upon by this 
group, and we would like to recommend the accept- 
ance of that report. 
PRESIDENT SMITH: If there is no objection, it is 
so ordered. 
DR. MILLER: Report by Dr. Weston from the Amer- 
ican Medical Association as delegate to that body, 
ihe a rather extensive report covering many areas, 
ut some not covered in detail but in summary. There 
seems to be at least some comment by the House of 
Delegates. The Reference Committee report follows: 
The participation of the medical profession on a 
voluntary basis under Social Security was discussed in 
Dr. Weston’s presentation. A study committee through 
Council was recommended by the Reference Com- 
mittee. I move the adoption of this recommendation. 
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PRESIDENT SMITH: The motion is seconded. All in 
favor say aye. The motion is carried. 

DR. MILLER: Dr. Wyatt’s report on civil defense 
was read from the floor. We would like to commend 
him for his work and accept his report as given to the 
Secretary. 

PRESIDENT SMITH: The recommendation will be 
ordered if there is no objection. 

DR. MILLER: Dr. Mayer reporting from the State 
Committee of the South Carolina Highway Depart- 
ment, Safety Committee, indicates he would like to 
have the following resolution passed upon. (The 
resolution read). Your Committee aan like to 
recommend that this resolution be adopted and so 
move. 

PRESIDENT SMITH: If there is no objection, it is 
so ordered. 

DR. MILLER: A further report of Dr. Mayer’s com- 
mittee indicates that a letter addressed to our Presi- 
dent, number 1, recommends the following, driver re- 
examination, and 2, minimum age for procuring 
driver’s license, which would be increased from four- 
teen to sixteen years. Your Reference Committee 
moves that that be done. 

PRESIDENT SMITH: The motion is seconded. All in 
favor say aye? The motion is carried. 

DR. MILLER: Dr. Frank Owens, reporting for the 
Medical Advisory Committee Selective Service Sys- 
tem, indicates he has a standby committee that should 
be continued, and we accept his report and suggest it 
be adopted. 

PRESIDENT SMITH: The motion is seconded. All in 
favor say aye. The motion is carried. 

DR. MILLER: Dr. Wallace Cone offered a resolution 
regarding pay schedule from the vocational rehabilita- 
tion. We recommend that his resolution be adopted. 
PRESIDENT SMITH: The motion is seconded. All in 
favor say aye. The motion is carried. 

DR. CAIN: Mr. President, I would like to discuss 
that a moment. 

PRESIDENT SMITH: All right sir. 

DR. CAIN: Gentlemen, I am not speaking for or 
against this recommendation, but I would like to get 
a little more information on it before we vote. I have 
gone into this problem with the representative of the 
Vocational Rehabilitation on one or two occasions, 
and I found the same trouble that Dr. Cone found. 
The answer I have gotten and which I have accepted 
because I believe it to be the only thing to do, was 
that with this type of patient all our fee was a 
token service and we should be satisfied with it. 
Whether that should be I don’t know. But I would 
like to have someone to comment on this fee schedule 
or someone who helped work out this fee schedule in 
the beginning, I would like to know a little of the 
background before we go upsetting it. If it has to be 
re-worked, then I believe the entire fee schedule 
should be re-worked, not only a request for surgical 
assistance. Is there anyone here that could give us 
that information. 

DR. MILLER: I would be glad to discuss this, be- 
cause I do have firsthand information abcut it. In 
the next few weeks there will be a meeting of the 
Guidance Committee, which will review this whole 
problem of fee schedule, and this point covered by 
the resolution asking that a fee be established for an 
assistant is one of the top matters on the agenda and 
it will be acted upon, and I am sure that you will 
not be unhappy with the passing of this resolution. 
because the whole fee schedule will be reviewed and 
this will be a part of the review. 

PRESIDENT SMITH: Any further discussion? Would 
you mind giving your reecmmendations in brief? 

DR. MILLER: It is recommended that Dr. Cone’s 
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resolution indicating a fee for a surgical assistant be 
accepted. 
PRESIDENT SMITH: Any further discussion? If 
there is no objection the recommendation will be ac- 
cepted. 
DR. MILLER: Committee on Permanent Home, Dr. 
Guess, Dr. Hanckel, Dr. Lawrence, Dr. Mayer, re- 
ported that studying in this field was well under way 
and recommended the study committee be continued. 
And we accept their report and recommend its 
adoption. 
PRESIDENT SMITH: Any further discussion. If 
there is no objection the recommendation will be 
accepted. 
DR. MILLER: The last item on the agenda of the 
Reference Committee had to do with the question of 
the Liaison Committee between the South Carolina 
Medical Association and the Medical College of 
Charleston. Dr. Smith appointed a committee, Chair- 
man Dr. Frank Owens, to work on this and they came 
up with the recommendation that no liaison committee 
be established. Two additional items in the same area 
were presented, one by Dr. Prioleau and one by Dr. 
Baxter, president of the Georgetown County Medical 
Society. Your Committee had a fairly extensive hear- 
ing on this and a detailed hearing was held by the 
Committee regarding a Liaison Committee between 
the Association and the College, and the recommenda- 
tion is that the report presented by Dr. Owens, after 
careful study, that no liaison committee be established, 
and your committee so moves that this report be ac- 
cepted. 
PRESIDENT SMITH: Any discussion? 
DR. PRIOLEAU: Mr. President and members of the 
House of Delegates, this is not just to have a last 
word, but it is that we want to thank the Reference 
Committee for its patience, and for its work, and if 
it is in order too, for me to commend the President 
on the way in which he approached the problem by 
setting up a committee from different parts of the 
state to look into the problem and give their advice. 
Naturally I have great respect for that committee 
and also for the Reference Committee, and I have no 
idea of reopening the discussion today, and certainly 
not for the time being. Now in the resolution as re- 
gards the term practice of medicine in connection 
with the Medical College hospital, there was no idea 
of implying corporate practice. I don’t know what 
word should be used, but there was no question of 
that, and if there should be any question in your 
minds, please remove it. There is no insinuation or 
implication of that nature. 
Of course, in order to work together, it is important 
o- both bodies have knowledge of what the other is 
loing. 
One more point, as regards the present status. We all 
have problems, troubles, local economic troubles. 
Roper Hospital is still an important factor in medical 
education and in the Medical College set up. It pro- 
vides from county appropriation $500,000.00 worth of 
indigent patient care per year. Now this is for pa- 
tients of great value in undergraduate teaching. Now 
our local liaison has not been effective, maybe it can 
be made effective. I am going to give you one ex- 
ample, and that is the differential in, say room rents, 
for private patients, in both hospitals, Roper and 
Medical College. There is a differential from a pa- 
tient standpoint in favor of the Medical College hos- 
pital. When the nurses salaries were raised, Roper 
had to announce in the paper, that room rates would 
go up, effective such and such a date. Saint Francis 
ad to follow. The administrator of the College hospital 
was asked whether or not that would affect it in the 
same manner, and we were informed it would not 
necessarily affect the room rates in the College Hospi- 
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tal. And when I say we have economic difficulties, we 
do. Now to get down to the last point, from a more 
general standpoint. There are two ideologies, and I 
think this is really what counts. I understand perfectly 
the philosophy of the administrator of the College hos- 
pital, it is that they are doing a good job; well, we 
agree to that. But they think they can do a better job 
and continue to do it, if more or less left alone. The 
College hospital is growing, and medical education is 
dependent upon intermingled, the care of patients 
in all economic categories, and problems are going to 
arise. My philosophy is that in the matter of the 
medical hospital and the medical profession, it would 
be to the advantage of both if they go along to- 
gether, through some form of committee. 
PRESIDENT SMITH: Any further discussion on the 
motion before the House? 

DR. PARKER: I would just like to ask, if the recom- 
mendation of the Committee is carried, is there anv 
plan of the House of Delegates for continued serving 
of this committee or will it be amended. 

DR. OWENS: Mr. President, maybe I can answer 
that question. It was the thought of our committee in 
making that recommendaticn that that was final. 
There would be no committee formed, period. 

DR. K. M. LYNCH: Mr. President, and members of 
the House of Delegates. I would not have discussed 
this question here this morning, except that discussion 
has been already indulged in and made. I understand 
that the question before the House is a motion to 
adopt the Reference Committee report, is that correct? 
PRESIDENT SMITH: Yes, sir, that is correct. 

DR. LYNCH: And the Reference Committee report 
is, (I was not here because I did not expect this io 
arise,) to adopt the special committee report? 


yes, any rheumatic“itis”’ calls for 


corticoid-salicylate TABLETS 
compound 


8G-5-558 


PRESIDENT SMITH: That is correct, sir. 

DR. LYNCH: I would discuss this question further, 
because the same sort of statement has been presented 
even since I came into the room, as was presented 
before the Reference Committee last evening. Had it 
been left to the judgment of the Reference Committee, 
I would have said nothing more, because I thought 
all that should be said was said there, unless the 
subject should be reopened and carried further. 

I am in something of a quandary about whether it is 
at all necessary to reply to some of the statements of 
the previous speaker, just made, after having made 
those statements last night before the Reference Com- 
mittee, and where they should have been sufficiently 
stated. Since they have been re-made here, I think 
there are certain things which it is necessary to say 
in order to keep in the clear, perfectly clear answers 
to what really constitutes accusations and charges 
which still appear to me are being made. When it was 
in prospect that this subject, even though it was 
thoroughly discussed last year, and in my opinion 
should have been left as this House of Delegates left 
it last year by 78 to 7 vote, or something like that, it 
should have been left there because that was the 
action of the House of Delegates. But it wasn’t left 
there. Therefore it is kept in mind. In the course of 
thinking over the matter and what was proper and a 
dignified approach under the present circumstances, 
I took the occasion to review the whole story of this 
movement from 1944 up to now, 1957, when the 
present flurry first occurred. And it was amazing to 
me. As you may have noticed when I came in the 
room, I had with me a bound volume, that is the first 
years only. There are ten bound volumes of news- 
paper clippings, that much newspaper clippings. The 
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other documents concerned are in files, and I could 
only of course transport here a small part of those 
files. It would have taken a truck to bring those files 
anywhere outside of my home. That is the extent of 
the record which exists in this matter, during the 
course of which the same sentiments in much the 
same words were said in 1945 and 1946, and un- 
fortunately by the requestors or resistants (as far as 
I am concerned it might as well be called) un- 
fortunately displayed in the public press, which the 
Medical College tried to keep out of. In the needling 
processes of the public press, however, that is not an 
easy thing to do, and sometimes can’t be escaped. But 
there are expressions, there are publications, there are 
statements which for the dignity of the profession of 
medicine and the dignity of a modern medical school, 
never should have been there nor should have much 
of what was said and done otherwise. Now much of 
that, or most of it stopped as of December, 1947, 
when the Governor of South Carolina signed the bill 
which set the construction program on its way, and 
at which time resistance to the program of the Medical 
College in the development of its plan which was 
approved unanimously by the House of Delegates of 
that year and by every other organization which is 
concerned in such matters in medical education. 
However, to our surprise, there was an unheralded re- 
newal of the same type of resistance which occurred 
more or less abruptly, or at least to many people a 
surprise move last year, and it went the same course 
as it has now been renewed this year. That is, state- 
ments to the effect that it was referred to a com- 
mittee after having been studied in the intervening 
vears by a special committee appointed by the Presi- 
dent, and which reported that no such, I hesitate to 
use the word “liaison,” because it is in error, it is not 
a liaison committee, but that this subject shall not be 
further considered at this time, that was the sense of 
what everybody said. And that was referred to the 
Reference Committee last night, where it thrashed 
out the subject in considerable detail, and I under- 
stand, although I wasn’t here when the Reference 
Committee made its report, that its report bore out 
the Special Committee appointed by the President, 
that no further action in this matter should be taken 
at this time. And the reason why I believe it was 
worded that way, is because of the nature of the pro- 
posal in truth, not as a liaison committee at all but as 
an investigation of the Medical College and an in- 
ceuiguien of their plan and program, where there 
has been no evidence then Se whatever why there 
should be any investigation. An investigation itself, 
the question of investigation carries certain implica- 
tions, but I can assure this organization that there is 
nothing behind the blackboard in the Medical College 
planning or its course of procedure or what it has 
done or what it is doing. It is written straight out on 
the top of everything, and anyone who doesn’t know, 
either hasn’t listened or read or hasn’t wanted to, one 
of those things. It is perfectly straightforward down 
the line. 

Now, in view of what I heard the previous speaker 
say after I came in, I am going to take the liberty of 
reading, so that it will be again a matter of record, 
a certain section of what I have written in case the 
whole story should be exposed here. All this has been 
in the hope that none of that would ever come to eye 
or ear again, until it has become a matter of history 
and would be in the light of an interesting episode of 
the development of this old and honorable school, 
just as the almost identical occurrence in 1820 to 
1830 or in there, is now a matter of history. And it 
is most astonishing that it was about the same subject 
and to the same point that ultimately the practicing 
profession in Charleston, who had objected to much 
the same thing, that is, the operation of a teaching 
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hospital by the new faculty of the new school in 
Charleston, one of the first if not the first teachin 
hospital ever organized and operated by a medica 
school faculty in this country, was organized and 
operated by the faculty of the original medical col- 
lege with which we are connected. And the members 
of the medical society felt that they were being in- 
fringed upon, just as it appears that somebody here 
feels his activities are being infringed upon. And 
there was a period of several years, and confusion 
and turmoil until the profession, which was not im- 
mediately concerned with the medical school opera- 
tion or medical education, came to the conclusion 
that they had no business raising such questions and 
carrying the thing any further, and they turned it 
back, where it rested for many years, and now has to 
be pulled out again, which I think is most un- 
fortunate, absolutely unjustified; there is no basis for 
it and there has been no evidence presented upon 
which any revival of that sort of thing would be 
justified at all. 

Now, with your indulgence I am going to read this 
statement so that at least it will go into my record of 
the story of that affair. It has a brief preface and then 
it consists of an analysis of the presentation of the 
subject of State Association—Medical College Rela- 
tions, which appeared in the most recent issue of the 
South Carolina Medical Journal, an analysis of that 
article because it was in writing, it is recorded and it 
says all of the things that have been said by the 
writer during the course of his discussion. 

“In order that the Medical College might qualify for 
continuation of its long and honorable career, and in 
order to provide for the physical facilities, the 
essential faculty, and the operational support re- 
quired for recognition in a present-day educational 
program in the health professions, the authorities of 
the institution have for the past fourteen years been 
involved in the development of an expansion pro- 
gram” ag it was recently called. It has expanded now, 
it is not exactly the correct term now. The expansion 
lias mostiy already occurred. “With strong support 
from the South Carolina Medical Association, as well 
as all other related professional and legislative bodies, 
this effort has met with signal success. 

“Without reciting again the long story, it can be 
assumed that the principal events of its course are 
familiar to practically everyone concerned” or at 
least they should be. “The several steps can be called 
to attention whenever desired; they are well recorded, 
documented and published. 

“In the course of this development, close relations 
have been kept with all associated organizations and 
institutions, and with those working in cooperative 
operations with the Medical College interinstitutional 
committees” already established, long established. It 
was questioned last night with this statement that they 
don’t work. Well now, tell me please in the 
world do you expect a liaison committee of any type 
to work between the South Carolina Medical Associa- 
tion and the Medical College, if the existing liaison 
committees between the Roper Hospital and the Medi- 
cal College and between the Medical Society that owns 
and operates Roper Hospital and Medical College do 
not work? As a matter of fact these liaison com- 
mittees have long been set up. Once the major one, 
that is between the medical society, which is not any 
longer the county medical society, but the corporate 
owners of Roper Hospital, that was called into plav 
once, W there was a question of who should con- 
tinue to operate the outpatient clinic, it having been 
located in the Medical College, and the R Hos- 
pital having managed it with support from the 
county and the Medical College, and having notified 
the Medical College that it was discontinuing that 
because the county had not made sufficient appropria- 
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tions, notifying the Medical College of that fact, 


ton, make a liaison committee an active working com- 


medicine.” Now nothing could be more untrue than 


Hospital. There might be in some other hospital, 


whereupon the Medical College took over and re- that. The Medical College Hospital is less likely to ; 
reopened it and that has been running continuously have any opportunity, and actually has less of rer: Pls . 
since. It was in that question, which was one of mutual that could be questions as the practice of medicine, t 
interest, that the liaison committee was called into than any hospital that I know of. There might be a P 
action, and steadily, so far as the record goes and so charge or an accusation against a certain area in the ; 
ar as action taken, steadily satisfactory. Now if we Roper Hospital practicing medicine, but you couldn't ' 
can't, with our closeness, the circumstances in Charles- hen. the same charge against the Medical College ' 


mittee, where will you expect any such thing to occur. 
I do not admit that it eat worked. It has never 
been called on but that once, that is all. Not subject 
to call at any time, and I think I heard Dr. Prioleau 
say that much of what he was talking about was of 
local nature. All anybody has got to do is to approach 
the proper route for it and not jump all the way from 
himself as an individual doctor to the State Medical 
Association, when there are forums through which he 
should go first. 

Continuing “In setting up the operational organization 
and rules of control, the Medical College has strictly 
adhered to the principles generally accepted in the 
field of medical education, including the requirements 
of law as well as the principles of ethics in professional 
relations as recognized by organized medicine.” That 
pretends to say why it was necessary to make a record 
of what I might have said under perhaps more press- 
ing circumstances. But in order to clear some of the 
points which I believe are still confusing, from what 
I heard Dr. Prioleau say, I am going to make this 
statement. “The statement is made, and repeated, that 
the Medical College Hospital,” and by implication 
“as a State institution, is engaging in the practice of 


particularly the laboratory provisions, where certain 
things have not been brought in line in accordance 
with recent court decisions, but the Medical College 
Hospital is free of any evidence that could be pre- 
sented of the charge of practice of medicine as any 
hospital that ever existed or ever will exist. Now re- 
gardless of whether or not anyone claims that they 
didn’t mean that, the words say that. The practice of 
medicine is the practice of medicine. And hospital 
operation is a facility of providing the place to bed 
down a patient, if needed, for hospital attention, and 
facilities that go with that for use of practice of medi- 
cine. The hospital is not practicing medicine. The 
setup is one of its basic principles that the institution 
cannot and will not enter into the practice of medi- 
cine or collect money for the professional service of 
its staff, and make a profit off of it. That is improb- 
able, it is even impossible in law, in accordance with 
the opinion of the Attorney General, through whom 
we cleared it to make certain we were absolutely pro- 
tected in the matter. We carried it to every point we 
could think of, to protect against that very charge 
or suspicion, which is perhaps justified in some other 
hospital operations but not in this one. 
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of patients to those referred by home physicians to 


week. The head of the Department of Obstetrics 


“ Continuing “It is also provocative of misapprehension General has already ruled that is not in the law. That 
g to state, even in the negative form, that it should is, the law upon which it was built did not con- 
: not be forced to seek income from that field of pa- template the relief of any county in its county re- 
. tient care commonly considered the province of the sponsibility. We have not n idle in these things. 

“ community hospital. The Medical College Hospital Continuing “The Medical College Hospital has not 
t does not, cannot and will not seek income from pa- found it difficult to enforce this referral system 
. tient care. Further it does not and will not undertake strictly, as questioned in the article.” As I told the 
to attract patients who can secure adequate service Reference Committee last night, I recalled one in- 
‘ in their home communities. It strictly limits admissions stance of a violation. I am the one that violated it last 


named members of its staff,” not to the hospital, not 
to the staff, a reference of the home physician to a 
named member of the staff, and I can guarantee that 
because I get a list of every patient every day that 
was admitted, who the referring doctor was and who 
the doctor was the patient was referred to, even the 
so-called service cases. That is true. They must be 
referred by the home physician and to a designated 
member of the staff. 

“Still further, it has refused and will continue to re- 
fuse community hospital contracts or any other type 
of admission of patients except by referral from 
private practitioners to members of its staff for specified 
services.” I think mention was made of the fear, it 
has been expressed before, 1 believe it was made 
here, the fear that the Medical College will absorb the 
province of Roper Hospital in its care of the com- 
munity supported patients in Charleston. There again, 
we are not only protected by a flat no all the way, 
and everybody knows that, including the General 
Assembly, and I can assure you the General Assembly 
will not succumb to any political requirement that the 
Medical Hospital take that over, because the Attorney 


came to me and said a member of the staff, a member 
of the faculty in the Department of Obstetrics was in 
an emergency, he had a difficult obstetrical case in 
labor and not another in Charleston to place the 
patient, and I said bring her in. We don’t work on 
a literal application of the rules, we are a hospital, 
and that is the only violation I am aware of. And I 
don’t know of any other, because I have the records, 
and I approved it myself. 

“The repeated charge that the Medical College Hos- 
pital is interfering with community hospital operation 
in various ways is without foundation. “I think I have 
already explained the most important contention of 
that sort, that was the Roper Hospital. There needs 
be no fear whatever on the part of Roper Hospital, 
I can say that and guarantee it, because it is fixed, 
any thought of intruding into the province of Roper 
Hospital as a community hospital, if it will preserve 
it, not if it doesn’t preserve it, the community will 
have to look into that. That I say is without founda- 
tion. 

“The comparison drawn in the article between room 
rate charges is inaccurate and misleading. While the 
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room rates at the Medical College Hospital were | 
arbitrarily set” in the beginning, before it was opened, | 
“not to undercut other local hospitals, but to range } 
somewhat higher in the best accommodations, there ; 
may be revisions after full completion of the opening | 
period,” as we go along in + a9 experience, in the 
operation of the hospital, but the rate was set that 
way, taking into account Roper Hospital rates, so we 
could not , A guilty of undercutting them, and they | 
are not undercut. They range a fraction high in best | 
accommodations. Whether or not changes shall occur | 
will depend upon conditions as they evolve. “Presenta- | 
tion of comparisons of the complete rate structures, | 
instead of partial items, as done in the article, would | 
have been enlightening, and probably would have 
iven reassurance instead of misapprehension. The 
act that some hospitals are old and some new, with 
consequent differences in comforts and accommoda- 
tions, has no bearing. Practically all new hospitals, 
built or planned” including the plans of the new Roper 
addition, whose building committee I am honored | 
to be a member of, “include air conditioning and | 
better toilet and bath facilities.” And when those are | 
provided they will be available too, as they are in the 
Medical College Hospital. 

Dr. Lynch continues the reading of the statement. 
DR. LYNCH: Mr. Chairman, I think that perhaps I 
have talked enough and have said enough to indicate | 
the answers to the continued propositions which have | 
stirred up this question again. And if I have not) 
cleared all questions, I am open to such inquiries at_ 
any time. I am certain that I can assure you all that 
the Medical College, and the operation of its hos- 
pital by the Medical College, infringes on nobody. 
It adds to what the profession of South Carolina may 
need in addition to furnishing the clinical facilities 
which were required for the continuation of an accept- 
able school of the present day. It is my understanding | 
that all of the thrashing around that has been done 
has arrived each time to the same point, and I do | 
hope that the House of Delegates will end this flurry 
once and for all and give a proper opportunity out of 
a harmonious and friendly situation for the develop- 
ment, further development and for the continued 
proper relations between the profession and_ their 
medical school. Thank you very much. 

PRESIDENT SMITH: Thank you, Dr. Lynch. 
Gentlemen, there is a motion before the house. Is 
there any further discussion? The motion, will you 
read it again Dr. Miller? 

DR. MILLER: The Reference Committee would like 
to state that they acted favorably upon the recom- 
mendation of Dr. Owens’ Committee and report as 
follows: After careful study the Committee recom- 
mends that no liaison committee be established at 
this time. I so move. 

PRESIDENT SMITH: If there is no discussion I. 
would like to call for a standing vote. Everybody that 
is in favor of the motion please stand. Now those 
opposed please stand. 

DR. WESTON: Mr. President, as Chairman of the 
tellers, there are seventy-one in favor and six against. 
PRESIDENT SMITH: You have heard the report of 
the tellers, the motion is carried and so ordered, as | 
read by Dr. Miller. Dr. Miller, do you have further | 
reports? 
DR. MILLER: That completes the reports, sir. 
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BOOK REVIEWS 


MODERN CLINICAL PSYCHIATRY, Fifth Edi- 
tion. Arthur P. Noyes, M. D. and Lawrence C. Kolb, 
M. D.; W. B. Saunders Co., Philadelphia—1958. Price 
$8.00. 

The fifth edition of this classic textbook on basic 
psychiatry constitutes, as did its predecessors, a very 
thorough, comprehensive and lucid expositicn of this 
rapidly growing specialty. 

As in previous editions, the authors have main- 
tained a dynamic orientation and elaboration of the 
factors involved in the causation of mental disorders. 
It is enlarged and expanded to encompass the many 
contributions to psychiatric thought that have emerged 
since publication of the fourth edition about five years 
ago. Although previous editions were written by Dr. 
Noyes alone, the current volume is coauthored by Dr. 
Lawrence C. Kolb, Professor of Psychiatry, Columbia 
University. 

There has been some rearrangement of the subject 
matter and the nosology conforms with the revised 
nomenclature enunciated in the Diagnostic and 
Statistical Manual of Mental Disorders, a publication 
of the American Psychiatric Association. Extensive 
bibliographies document each part of the text. The 
first quarter of the book is devoted to personality 
dynamics, the second quarter to a discussion of 
organic mental disturbances and the remaining one- 
half presents the disorders of psychogenic origin. 

One chapter is devoted entirely to the psychophysio- 
logical autonomic and visceral disorders, more com- 
monly referred to as “Psychosomatic Disorders”, and 
the subject matter is treated very thoroughly. This 
chapter replaces one titled “Psychiatry in General 
Medicine” that appeared in an earlier edition. All the 
psychoses of psychogenic origin are discussed under 
five chapters bearing the general title “Psychotic Dis- 
orders. 

Two new chapters have been added. “Pharmaco- 
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logical Therapy” presents a concise evaluation of the 
more frequently used tranquilizing drugs that are now 
enjoying such widespread favor. The concluding 
chapter on “Psychiatry and the Law” contains a brief 
discussion of the areas of psychiatry that overlap with 
the social control of behavior and the proper safe- 
guarding of the patient's civil and criminal rights. 

The latest edition of this respected text will con- 
tinue as the “Bible” of the specialty in the student's 
library, and general practitioners as well as _psy- 
chiatrists will find it a superb book for reference and 
refresher purposes. 


William S. Hall, M. D. 


PSYCHOSOMATIC MEDICINE; A Clinical Study 
of Psychophysiologic Reactions by Edward Weiss, 
M. D. and O. Spurgeon English, M. D. Third Edition 
1957. Price $10.50. W. B. Saunders Co.—Phila. 

This is the third edition of a book which has been 
well accepted in the field of psychosomatic medicine. 
It offers material bearing on the role of the psyche in 
relation to illness and discusses subjects which are 
perhaps not yet incorporated adequately in medical 
texts. 

The book is well written and authoritative. While 
its background is Freudian, it represents a transition 
toward concept which has changed much in recent 
years. 
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HOW TO LIVE WITH DIABETES. Henty Dolger 
and Bernard Seeman. W. W. Norton & Co., Inc., New 
York 1958—Price $3.50. 

A book for diabetics, with clear explanatory ac- 
counts of the history and the various phases of dia- 
betes. It includes considerable discussion of tolbuta- 
mide (Orinase) and its indications. 

This is a well-presented collection of facts and 
advice which does not trespass on the physicians 
ground. It should be very useful. 
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